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Hypertension in Pregnancy 


A study of the progress in diagnosis 
and treatment of essential hypertension, renal disease, 
pre-eclamptic toxemia and eclampsia 


JAMES M. NORTHINGTON, M.D., Editor 


In this discussion by a Boston 
teacher of obstetrics! the term “tox- 
emias of pregnancy” has been dis- 
carded. Pre-eclamptic toxemia, he 
says, is the only potentially toxic 
syndrome, and that has not been es- 
tablished. Hypertensive disease in 
pregnancy is classified as follows: 
essential hypertension (patients 
with pre-existing vascular disease) ; 
renal disease (patients with pre-ex- 
isting renal disease, with or without 
hypertension); and _ pre-eclamptic 
toxemia and eclampsia. This novel 
point of view arrests the attention 
and makes a doctor having to do 
with the care of pregnant women go 
on with the professor. 


The basic clinical fact that preg- 


1. Tenney, Benj., Jr., New England J. Med., 249: 
1108, 1953. 


nant women store water and sodium 
is well established; 60% of all preg- 
nant women have edema of some 
type. The dependent edema of the 
legs is largely mechanical in origin 
owing to increased venous pressure. 
Edema of the face, hands and ab- 
dominal wall is of much more signi- 
ficance, as indicating fluid retention. 
The fluid retention is due to sodium 
retention. Lack of proper sodium 
excretion by the kidneys and excess 
sodium intake in the diet are the 
primary causes. 

Renal disease in pregnancy offers 
great difficulty in diagnosis and 
treatment. The prognosis for both 
mother and baby is much worse 
than in either essential hyperten- 
sion or  pre-eclamptic toxemia. 
Each pregnancy causes further in- 
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jury to an already damaged kidney. 
Any patient who shows albumin or 
casts in the urine during the first 
half of pregnancy must be consid- 
ered as a possible case of chronic 
nephritis. Tests should be done to 
ascertain ability to concentrate 
urine; a fixed or limited specific 
gravity is definite proof of this con- 
dition and gives a poor prognosis. 
Other tests are of little value in the 
mild case. An established hyperten- 
sion, in addition to the urinary 
findings, makes the prognosis much 
worse. 


CHRONIC NEPHRITIS 


The treatment of chronic nephritis 
in pregnancy consists primarily in 
avoidance of excessive weight gain 
and of fluid and electrolyte reten- 
tion, and in sufficient rest. A high- 
protein, low-sodium diet must be 
maintained to keep weight gain at 
a minimum. The patient is to be 
examined at frequent intervals. 
Edema or weight gain, increase in 
albuminuria and hypertension are 
all signs of impending trouble. 

The last month of pregnancy may 
cause serious and permanent dam- 
age to the kidney. Since this is the 
time when renal failure is most like- 
ly to occur, the sooner the load is 
taken off the kidney. the less chance 
of serious damage. It is also during 
the last month that the fetus is 
most likely to die in utero. 


The whole situation must be care- 
fully considered, and the optimum 
time for delivery chosen. In a multi- 
para with the vertex engaged and a 
soft and partly dilated cervix. in- 
duction of labor by rupture of the 
membranes may be the choice. In 
most primiparas cesarean section is 
indicated. In the critically ill pa- 
tient, one must weight the risk of 
abdominal surgery and accompany- 
ing shock against the frequent dif- 
ficulty of induction from below. 


Essential hypertension is believed 
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to be primarily due to vascular dis- 
ease involving spasm of the arteri- 
oles. In the early stages no kidney 
damage can be demonstrated, and 
its presence in pregnancy is a much 
less severe complication than is that 
of renal disease. Once this condi- 
tion has developed, it tends to re- 
main after termination of the preg- 
nancy. The few patients who have 
malignant hypertension before preg- 
nancy constitute a dangerous and 
critical group. With negative urin- 
ary findings and no signs of kidney 
disease, the diagnosis is made by ex- 
clusion. 


PRE-ECLAMPTIC TOXEMIA 


The treatment is directed at pre- 
vention of development of pre- 
eclamptic toxemia. An extremely 
low-sodium diet is carefully ex- 
plained and given to the patient on 
a printed sheet, impressing that any 
departure from instructions may 
cause serious trouble. Weigh at 
least once a week during the second 
half of pregnancy. Any edema or 
weight gain of 2 pounds a week or 
5 pounds a month, must be regarded 
as fluid retention, and the patient 
as being in the earliest stage of pre- 
eclampsia. Hospitalization is the 
choice. All possible sodium must be 
eliminated; ammonium chloride may 
be given, and the patient kept at 
complete bed rest. Once albumi- 
nuria and an increase in hyperten- 
sion have occurred the disease will 
be present until the termination of 
pregnancy. 


If on treatment at home or in the 
hospital a marked diuresis has been 
accomplished within a week with 
weight loss of 8 to 15 pounds, the 
prognosis remains fairly good. 
Weight loss is the best and simplest 
guide to the patient’s progress. Free 
fluid aids in flushing out the sodium. 


For the patient who does not re- 
spond hospitalization is necessary. 
Albumin shortly appears in the 


1955 


April, 











Relax 


the nervous, 
tense, 
emotionally unstable: 





1* 
= (Pure crystalline alkaloid) 


heserpoi 


STRADEMARK FOR THE UPJOHN BRAND OF RESERPINE 


Each tablet contains: 

Reserpine ....... 0.1 mg. 
or 0,25 mg. 
or 1.0 mg. 

Supplied: 

Scored tablets 

0.1 and 0.25 mg. in bottles of 

100 and 500 
1.0 mg. in bottles of 100 


The Upjohn Company, Kalamazoo, Michigan 











av 








Diatussin changes difficult-to-dose 
children into willing patients. 
Mothers, too, like Diatussin because 
it’s easier to give. Two to four drops 
do the work of spoonfuls of syrup. 


Dropped directly on the tongue or 
on a spoonful of dessert or cereal, 
Diatussin lessens frequency and 
severity of cough. Non-narcotic, 
Diatussin preserves the vital cough 
reflex, avoids sedation and gastro- 
intestinal disturbances. 


tykes don’t “take on” when they take... 


DIATUSSIN: 


non-narcotic cough control 


Bischoff, 


DIVISION 


Dosage: 


Under 5 years...2 to 4 drops three or 
four times daily. Over 5 years...5 drops 
three or four times daily. 


Formula: Diatussin 
Thyme (alcoholic extract) . . . 39% 
Drosera (alcoholic extract). . . 39% 
Ethylalcohol . . . . . . . 22% 


Supplied in 6-cc. bottles with dropper. 


Diatussin Syrup, in 4-oz., pint and gallon 
bottles, contains in each teaspoonful 2 
drops of the extract in an aqueous dex- 
trose vehicle. 


AMES COMPANY, INC + ELKHART, INDIANA /\) sa 





urine, and the blood pressure begins 
to rise; the patient has reached the 
stage of true pre-eclampsia and 
must be treated as such. With the 
progress of the disease, termina- 
tion of pregnancy is soon indicated. 


Pre-eclamptic toxemia occurs 
mostly in the last trimester and dis- 
appears shortly after the termina- 
tion. It is most common in young 
primiparas and has no great ten- 
dency to reappear in subsequent 
pregnancies. The etiology of pre- 
eclampsia is unknown. There is an 
increase of the blood pressure (es- 
pecially diastolic) and the appear- 
ance of albuminuria in the last tri- 
mester, preceded by a marked in- 
crease in weight. There have been a 
few cases of “dry eclampsia,” most- 
ly in very young primiparas, rapidly 
developing into coma and convul- 
sions. 

A systolic pressure of 140 to 150 
may indicate impending eclampsia. 
A rise in b.p. to 160 systolic, with a 
diastolic pressure of over 100, may 
mean a very sick patient. Patients 
with renal disease and essential hy- 
pertension may have a higher b.p. 
without serious trouble. 


The finding of a 3- to 4-plus al- 
bumin indicates advanced toxemia. 
In the early stages of pre-eclampsia, 
albumin is the only abnormal find- 
ing in the urine. In the severe stage, 
and in eclampsia, casts and red 
blood cells may appear. There is no 
demonstrable change in renal func- 
tion in mild pre-eclampsia. 


Lethargy and mild headaches may 
be the first complaints. Later symp- 
toms develop with the progress of 
the disease, they tend to be cere- 
bral and visual — a frontal head- 
ache, double vision and spots be- 
fore the eyes, occasionally blurring 
or complete loss of vision is the first 
symptom. Epigastric pain of the 
girdle type particularly, may mean 
that the eclamptic state is rapidly 
approaching. 
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Poor diet may cause a hypopro- 
teinemia, not a factor in most pa- 
tients. Blood urea nitrogen is low in 
pregnancy, does not change in tox- 
emia. Hemoglobin is usually normal. 


Severe pre-eclampsia and eclamp- 
sia are primarily renal, cerebral 
and hepatic. The typical renal lesion 
is a glomerulonephrosis. Areas of 
peripheral hemorrhagic necrosis of 
the liver have been found in 50% 
of cases of eclampsia. The cerebral 
pathology consists of edema, fol- 
lowed in many of the severe cases 
by macroscopic and microscopic 
hemorrhage. 


TREATMENT OF PRE-ECLAMPSIA 


For pre-eclampsia there is no spe- 
cific treatment, once it has devel- 
oped, except termination of preg- 
nancy. With the realization of the 
importance of sodium _ retention, 
there has been a marked decline in 
the incidence. The fundamental ob- 
ject of treatment is to cause an elim- 
ination of retained fluid. The hyper- 
tension and albuminuria will re- 
spond favorably to any successful 
diuresis. The ability of the kidney 
to concentrate and dilute urine is 
the most helpful test of renal func- 
tion. The blood uric acid and serum 
proteins should be checked. Low 
blood proteins must be raised. A 
rise in uric acid is an indication of 
pre-eclamptic toxemia. For any 
anemia, immediate treatment must 
be instituted. 

Other features of treatment are 
complete bed rest, a mild sedative 
for fear and restlessness, a minimum 
of visitors, a chart of fluid intake 
and output accurately kept, a low- 
sodium diet, 200 mg. being the low- 
est practical objective (all precau- 
tions taken that the patient receives 
no other food), all necessary pro- 
teins, minerals and other substances 
of a well rounded diet, fluids as de- 
sired. 

Diuretics are helpful. Ammonium 
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chloride is the most commonly used 
and is both efficient and safe. Mer- 
curial diuretics appear to be some- 
what more efficient. Their danger 
has been overstressed. If a patient 
has definite renal failure, ammonium 
chloride may be safer. 

A weight loss of 4 to 6 pounds 
in 3 or 4 days warrants a good prog- 
nosis. If the patient responds to 
treatment within 5 days to a week 
it is safe to discharge under careful 
supervision with a printed low- 
sodium diet. The dangers and warn- 
ing signs of the condition are ex- 
plained to the patient. She is seen at 
home by the visiting nurse (or doc- 
tor) and every few days at the 
clinic (or office). 

The blood pressure can be quite 
misleading. Severe and persistent 
headache, mental lethargy and 
confusion or blurring or loss of vi- 
sion is extremely serious. Epigastric 
pain, particularly of the girdle type, 
frequently warns of impending 
eclampsia. Marked weight gain, with 
a rapid appearance of signs and 
symptoms, indicates an acute and 
fulminating toxemia. In any case of 
severe pre-eclampsia, the termina- 
tion of pregnancy should be con- 
sidered immediately if the baby is 
sufficiently mature to survive. 

In addition to bed rest, low-so- 
dium diet, diuretics and sedation, 
magnesium sulfate has a long and 
well recognized place in treatment. 
Primarily effective in lowering hy- 
pertension, it may be given intra- 
muscularly in doses of 5 to 10 c.c. 
of a 50% sol., repeated every 6 
hours. This is helpful for temporary 
use but should not be given for more 
than a few days. 


Veratrum viride active fractions 
are safer than the crude drug. Where 
the patients can be carefully 
watched. it may be of value in 
trained hands. The lowering of hy- 
pertension does not cure pre-eclamp- 
tic toxemia. Indeed, the hyperten- 
sion may be a protective mechan- 





ism. The pregnancy in patients with 
severe pre-eclampsia should be ter- 
minated before eclampsia develops. 
The doctor who has a patient under 
observation for pre-eclampsia and 
allows eclampsia to develop by de- 
laying the termination of pregnancy 
is permitting the patient to go on 
from a condition with a mortality of 
less than 0.5% to one in which the 
mortality is from 15 to 25%. 

Any great rise in blood pressure 
or increase in albuminuria, head- 
ache, visual symptoms, mental con- 
fusion, or epigastric pin (especially 
of a girdle type) constitute a sign 
of impending eclampsia. In addi- 
tion, any patient who does not show 
definite improvement under treat- 
ment is a potential candidate for 
eclampsia. 


RENAL FAILURE 


In severe pre-eclamptic toxemia 
and especially in eclampsia, definite 
signs of renal failure appear. Casts, 
blood, and large amounts of album- 
in are present. Anuria and oliguria 
frequently develop. A rise in non- 
protein nitrogen and other changes 
in blood chemical constituents ac- 
company renal failure. Appearance 
of convulsions and coma completes 
the picture. The more rapid the con- 
vulsions and the longer they con- 
tinue, the more serious the prognos- 
is. Deep coma between convulsions, 
anuria and pulmonary edema are 
all of grave import. A rise in tem- 
perature, pulse and respiration is an 
ominous sign. 

The patient should be in a quiet, 
cool, dark room, a nurse or doctor 
in constant attendance. Nothing 
should be given by mouth, and a 
suction apparatus must be available. 
The patient should be disturbed as 
little as possible by examinations 
or other procedures; 15 mg. (% gr.) 
of morphine should be given im- 
mediately, magnesium sulfate, 5 to 
10 c.c. of 50% solution intramuscu- 
larly. This can be followed in an 
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hour by barbiturates or chloral hy- 
drate. The sedation should be re- 
peated p.r.n. to quiet all restless- 
ness. Magnesium sulfate may be re- 
peated every 6 hours. Chloroform is 
still useful in controlling the con- 
vulsions. Trilene may prove to be 
a safer substitute. If oliguria is se- 
vere or anuria develops, use hyper- 
tonic dextrose in distilled water in- 
traveneously in 5 to 20% solution. 
Once the patient has recovered 
from the convulsions and is rela- 
tively conscious, in case of a multi- 
para with a favorable and ripe cer- 
vix, rupture of the membranes may 
be indicated, the medical treatment 


the 2 favored asthma treatments 





First, hold tablet under the tongue 
5 minutes for sublingual absorption 
of quick-acting aludrine (Isopropyl 
arterenol). Then swallow for 4- 
hour, follow-through protection 
from theophylline-ephedrine- 
phenobarbital in the tablet core. 


Nephenalin 


(for adults) 
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being continued as before. The pa- 
tient should be allowed to go into 
labor, with normal or low-forceps 
delivery. If the cervix is unfavor- 
able, and in all primiparas, cesarean 
section is indicated. After any type 
of delivery, the medical treatment 
should be continued over a period 
of days until the patient is safe. 

In postpartum convulsions, the 
cause of the disease has already 
been removed. This is less serious 
than ante-partum or intra-partum 
convulsions. The same treatment 
should be given although the ter- 
mination of pregnancy has already 
been accomplished. 
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There’s an excellent chance your 
asthma patients will prefer fast act- 
ing, long-lasting convenient NEPHEN- 
ALIN tablets. Dose: One tablet as 
needed (up to 5 tablets a day). 
Bottles of 20 and 100. THos. LEEMING 
& Co., INc., New York 17, N. Y. 
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Management of milk allergy 
reduced fo its simplest terms... 


REPLACE PIU Aa Md aR ali 
oe.) wth a8 alternative to cow’s milk... 


Tb ds fits any formula in which 


MULL-SOY 


cow’s milk has been used 





Soy alternative to evaporated milk 


MULL-SOY 
Liquid 
in 15'%-fl.oz. tins. Start with a 1:3 dilution 


with water, strengthen gradually to 1:1. 
Add carbohydrate of choice as required. 
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= Soy alternative to dried whole milk 


MULL-SOY 


Powdered 


in 1-lb. tins. Start with 1 level tablespoonful 
to 4 fl.oz. water, strengthen gradually 

to 1 tbsp. to 2 fl.oz. water. Add carbohydrate 
Write for folder of choice as required. 


“SIMPLIFIED FEEDING SCHEDULES 
FOR MILK-ALLERGIC BABIES” 
and attractive recipe booklets. 





Bordens PRESCRIPTION PRODUCTS DIVISION @) 


350 Madison Avenue, New York 17 
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You can prevent attacks in angina pectoris 


Fear is a faithful companion. In 
angina pectoris, particularly, many 
patients live in constant dread of re- 
current attacks. 


Prophylaxis with Peritrate, a long-act- 
ing coronary vasodilator, offers new 
security in a majority of such cases. A 
single dose affords protection for as 
long as 4 to 5 hours, compared to 30 
minutes or less with nitroglycerin. 


Different investigators’* observed that 
80% of their patients responded to 
Peritrate therapy with fewer, less 
severe attacks . . . reduced nitroglyc- 
erin dependence... improved EKG’s. 


A variety of convenient dosage forms 
now extends these benefits. Peritrate 
Delayed Action tablets (10 mg.), 
taken with the regular bedtime dose 
of Peritrate (plain) help allay the fear 
of nighttime attacks. Adapted to the 
recommended daily dosage of 40-80 
mg., Peritrate is available in 10 mg. 
and 20 mg. tablets. And when added 
sedation is indicated, you can pre- 
scribe Peritrate (10 mg.) with Pheno- 
barbital (15 mg.). 

1. Winsor, T., and Humphreys, P.: Angiology 
3:1 (Feb.) 1952. 2. Plotz, M.: New York State 
J. Med. 52:2012 (Aug. 15) 1952. 3. Dailheu- 


Geoffroy, P.: L’Quest-Médical, vol. 3 (July) 
1950. 
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FOR SUPERIOR PERFORMANCE — 





POLYCYCLINE is a tetracycline produced by the unique 
Bristol process of direct fermentation from a new species of 
Streptomyces. lis basic structural formula (as compared with 
older analogues) gives significantly superior clinical performance. 








When you think 
of Tetracycline, 
think of 


POLYCYCLINE 


CYCLINE 


(TETRACYCLINE BRISTOL) 






Bristol 


LABORATORIES INC 
SYRACUSE, NEW YORK 





AVAILABLE AS 


POLYCYCLI! 
SUSPENSION ‘2 


Ready to use without 

reconstitution, stable fc 

18 months without 

refrigeration. 

Really palatable. 

— in concentration of 
250 mg. per 5 cc., 
in bottles of 30 cc. 
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Handy form for oral us 
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— in capsules of 100 m 
in bottles of 25 and) 
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Medically supervised research on weight 
reduction shows active, overweight adults 
losing 114 to 2 pounds per week on a diet 
of appetizing meals featuring a variety of 
foods which provide all nutrient needs 
except calories—and which also satisfy 
hunger. Persons on such diets maintained 
pep and sense of well-being, reported no 
hunger pangs . . . but shed excess pounds! 

These diets contain approximately equal 
weights of protein, fat and carbohydrate. 
Fat combined with protein in a meal delays 
hunger for it reduces stomach motility and 
gastric juice secretion, promotes slower 
digestion, and makes possible a more grad- 
ual absorption of nutrients. 

The foods included in these diets provide 
all essential nutrients in amounts recom- 
mended for adults. Only calories are in 


111 N. Canal Street, Chicago 6, Illinois. 


NAME 

PROFESSIONAL DESIGNATION 
ADDRESS 

CITY. 





Overweight can be a physical, social, and economic handicap 
. . . an unnecessary handicap which can be eliminated by 
intelligent choice of food and moderate exercise. 


deficit. Dairy foods are an important fea- 
ture of these meals because of their high 
proportion of nutrients in relation to the | 
calories they provide. Their taste appeal 
and variety make the diet easy to follow 
until the desired weight is lost. 

Doctors! Send for the convenient leaf- 
let and diet instruction sheets containing 
menus for three full meals a day for an 
entire week. Diets at two moderately low 
calorie levels are included. These diet in- 
structions will be useful even where a 
person may require a different calorie level 
for weight loss. For such individuals, the 
physician can suggest desired modification, 
retaining the basic diet plan. 

These materials are yours on request— 
without cost or obligation. Simply fill out 
the coupon below and mail it today. 


NATIONAL DAIRY COUNCIL—A non-profit organization Y-3 
Since 1915 . . . promoting better health through nutrition research and education. 


Please send me, without cost or obligation, a pad of diet instruction sheets and leaflet on weight reduction. 
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often effective 
where other treatment fails '* 





panthoderm cream 


first and only topical therapy to contain pantothenyl 


anak of pantothenic a 
t= 


Traumatic ulceration 
with edema ina 
paralyzed arm. 





Almost complete 
healing with 
Panthoderm Cream 
applied twice 
daily, covered with 
sterile gauze, for 
three weeks 





Panthoderm Cream is soothing, bland, 
non-irritating... clean, snow-white, non-staining; 
water-miscible, spreads readily; easily 

removed without injury to granulating tissues. 





quickly relieves pain, 
itching and inflammation 


2 oz. and 1 Ib. jars; 1 oz. tubes. 


1. Kline, P. R. and Caldwell, A.: 


soothes, softens, lubricates New York St. J. M. 52:1141, 1952. 
promotes granulation 2. invest. Dermat, 46979" 1951 
and speeds healing 3. Kline, P. R.: Current News in 
Derm. & Syph., May 1952. 
non-toxic 4. Welch, A. L. and Ede, M.: A.M.A. 
and virtually non-sensitizing Archives Derm. & Syph., June 1954 


5. Boggan, W. H. and Labecki, T. D.: 
Clin. Med., May 1954. 


samples and literature upon request 


u. s. Vitamin corporation 
(ARLINGTON-FUNK LABORATORIES, division) 
250 EAST 43rd STREET «+ NEW YORK 17, N.Y. 
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Current Concepts of Antibiotic Therapy 


Antimicrobial therapy is extended 
to supplement penicillin and sulfonamides 
with special-purpose antibiotics 


W. D. PAUL, M.D.,* Iowa City, Iowa 


When the hope expressed by Ehr- 
lich for a Therapia sterilisans magna 
failed of realization, there followed a 
long era of non-specific therapy. 
This era came to an end with the 
discovery that sulfanilamide was 
surprisingly effective against pneu- 
mococcal, streptococcal, meningoc- 
occal and other serious common in- 
fections. It was soon recognized that 
the sulfa drugs, along with their ef- 
fectiveness against microbial infec- 
tions, presented serious problems of 
toxicity; which only intensified the 
search for improved therapeutic 
agents, and led to the development 
of a number of sulfonamides of min- 
imal toxicity and, soon after, to the 
antibiotics. 





*From Division of Physical Medicine, Dept. of In- 
ternal Medicine, University of lowa, College of 
Medicine, lowa City, Iowa. 
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Of the prescriptions written by 
physicians in 1953, representing an 
estimated value in excess of a bil- 
lion dollars, anti-infectives — chief- 
ly antibiotics — accounted for ful- 
ly a quarter of the dollar volume.! 
Production of penicillin in 1953 to- 
taled 350 trillion units and was suf- 
ficient for several doses for every 
American, with an ample supply re- 
maining for veterinary medicine, 
feed enrichment and the export 
market. 

We have in penicillin an excellent 
and versatile antibiotic whose spec- 
trum, though limited, happily coin- 
cides with a majority of the bacterial 
infections commonly seen in prac- 
tice. It is available in a variety of 
forms, offering a wide choice in 


1. American Druggist, 129:6:8, 1954. 
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route of administration, in serum 
concentration desired and in dura- 
tion of effect.2 We have also many 
newer antibiotics with spectra en- 
compassing organisms insensitive or 
resistant to penicillin. Antibiotics are 
combined for synergistic effect or 
for control of infections caused by 
a variety of microorganisms. More 
recently, the molecular structures of 
certain antibiotics have been altered 
and by this means untoward side ef- 
fects have been markedly reduced. 
The development of many dosage 
forms of all antibiotics now saves 
the time of the doctor and caters to 
the comfort and convenience of the 
patient. 

PENICILLIN: THE GENERAL-PURPOSE 
ANTIBIOTIC 


After the introduction of the sul- 
fonamides, the next important ad- 
vance was the development of peni- 
cillin. By general agreement of doc- 
tors it is the drug of choice for the 
treatment of a high proportion of 
the bacterial infections encountered 
in daily practice. It is effective 
against not only the more common 
gram-positive cocci, but the gonococ- 
cal and treponemal organisms as 
well. 


Penicillin is bacteriocidal in high 
concentrations against many organ- 
isms, and not merely bacteriostatic, 
as are chlortetracycline, chloram- 
phenicol and oxytetracycline.* No 
other chemotherapeutic agent now 
known rivals penicillin is high speci- 
ficity for common infections, nor is 
its property of low toxicity sur- 
passed. It is now available at low 
cost in a variety of dosage forms. 


Highly soluble injectable forms of 
penicillin quickly produce high con- 
centrations in the blood stream. 
More widely used are the repository 
forms, such as the procaine salt, 


2. Paul, W. D., South Dakota Jour. Med. & 
Pharm. 7:91, 1954. 
8. Welch, H., Medical Encyclopedia, Inc., 1954, 


p. 43. 
4. Flippin, H. F., Postgrad. Med., 14:6, 1953. 


which sustain the therapeutic level 
of the drug with less frequent injec- 
tions. Recently a triple penicillin 
preparation was developed, combin- 
bining in a single dose the potassium 
salt of penicillin for an initial high 
serum concentration, procaine pen- 
icillin for a sustained intermediate 
level and DBED - penicillin of 
greater insolubility for a serum 
concentration of 15 days or longer. 
The new combination promises to be 
invaluable for eradication programs 
in the tropics involving treponemal 
and mixed secondary infections'; it 
has also been used satisfactorily in 
the prophylaxis of rheumatic fever.® 


Penicillin by the oral route is now 
recognized as a satisfactory dosage 
form. It is available as compressed 
tablets containing potassium peni- 
cillin and, more recently, in the 
form of a stable liquid preparation 
which provides potassium penicillin 
that is highly palatable and effective. 
Sufficiently high serum concentra- 
tions for the effective control of 
penicillin-sensitive organisms may 
be attained by these oral forms. Par- 
enteral penicillin therapy continues 
to be widely used, particularly for 
such diseases as syphilis, meningitis, 
pneumonia, and some of the more re- 
fractory infections. 


When a drug is as widely used as 
penicillin, it is not surprising that 
many reports of sensitivity reactions 
have appeared.”*® Though the 
symptoms are usually mild and 
transitory, they may be severe and 
even bring about fatal anaphylactic 
shock.’® A history of allergy to vari- 
ous agents or of previous sensitivity 
to penicillin frequently appears in 
the severe cases. With patients of 
such history, the physician has the 


5. Rein, C. R., et al., J. Invest. Dermatology, 21: 
435, 1953. 

6. Feldman, H. A., et al, J.A.M.A., 155:109, 1954. 

7. Kern, R. A., Wimberley, N. A., Am. J. Med. 
Sciences, 226:357, 1953. 

8. Sterling, A., J. Allergy, 24:542, 1953. 

9. Herrell, W. E., Ann. Allergy, 11:555, 1953. 

10. Welch, H., et al, Antibiotics & Chemotherapy, 
3:891, 1953. 
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responsibility of weighing the haz- 
ards of therapy against the effect 
and nature of the disease being 
treated. He may decide in favor of 
another antibiotic, or if penicillin 
is clearly indicated, to proceed cau- 
tiously with the aid of antihistami- 
nics or epinephrin. Penicillin taken 
orally appears to be less sensitizing 
than parenteral penicillin. 


Some authorities have commented 
that practically all drugs are poten- 
tially capable of sensitization, and 
systemic penicillin can be considered 
to have a low sensitizing potential.'° 


The emergence of organisms re- 
sistant to penicillin therapy appears 
to be chiefly a problem of certain 
strains of staphylococci which may 
reach a high concentration in hospi- 
tal population but are less frequent- 
ly encountered in office and out-pa- 
tient practice. No less an authority 
than Perrin Long finds no clear evi- 
dence that Beta hemolytic strepto- 
coccal, pneumococcal, meningococ- 
cal, gonococcal, or treponemal or- 
ganisms have become appreciably 
resistant to penicillin. 


In the University of Iowa Hos- 
pital, we have frequently encount- 
ered patients who have received in- 
adequate antibiotic therapy previ- 
ous to admission which has ob- 
scured the clinical picture. In one 
instance, a patient diagnosed as hav- 
ing rheumatic carditis, aortic steno- 
sis, aortic insufficiency and_ sub- 
acute bacterial endocarditis showed 
twelve negative blood cultures be- 
fore the thirteenth blood culture re- 
vealed the presence of Streptococcus 
viridans. Previous to the hospital 
admission he was given 200,000 units 
of penicillin by mouth daily, for a 
six-weeks period. This dose was suf- 
ficient to prevent the organism from 
growing in the blood culture but in- 
sufficient to have any effect on the 
endocarditis. After the organism was 
cultured and sensitivity tests against 
various antibiotics were performed, 
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we gave 12 million units of penicil- 
lin a day, for 5 weeks before the 
fever subsided and the blood cul- 
tures again became negative. This 
case illustrates that inadequate pen- 
icillin dosage may easily obscure 
the disease picture. It also has dem- 
onstrated to us the importance of 
the use of high dosage of the anti- 
biotic or combination of antibiotics 
which shows the greatest effect on 
the sensitive organism. 


THE SPECIAL-PURPOSE ANTIBIOTICS 


But penicillin is not effective 
against all pathogenic organisms, 
we have other antibiotics to extend 
the sphere of antimicrobial therapy. 
Streptomycin’s action is primarily 
exerted on the gram-negative organ- 
isms. Synergism has been demon- 
strated between this drug and peni- 
cillin and they have been used suc- 
cessfully in combination in subacute 
bacterial endocarditis due to strep- 
tococcal! or to staphylococcal’? or- 
ganisms. 


The penicillin-streptomycin com- 
bination, because of its widened an- 
timicrobial coverage, has become 
rather well recognized as the “poor 
man’s broad-spectrum antibiotic.” 
Streptomycin remains the drug of 
choice in tuberculosis therapy and, 
to minimize the hazard of neurotox- 
icity, is now often used in combina- 
tion with dihydrostreptomycin. By 
the addition of isoniazid and para- 
aminosalicylic acid, the emergence 
of resistant organisms is delayed. As 
a result, drug therapy in tuberculo- 
sis now offers a powerful reinforce- 
ment to the conventional means of 
treatment.'? 


Bacitracin, polymyxin and neomy- 
cin are used for dermatologic lesions, 
GI infections and preoperative pro- 
phylaxis. Because of their nephro- 
toxicity they are not employed par- 
11. Dowling, H. F., in Idem., p. 


12. Finland, M., in Jdem., p. 343. 
13. Hinshaw, H. C., in Idem., p. 521. 
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Now you can do more for 





ortified 


The availability of such anti-infectives as 
Terramycin, Tetracyn and penicillin has not 
altered the wise admonition to “treat the patient 
as well as the disease.” As the National 
Research Council! has emphasized, certain 
water-soluble vitamins (B-complex and C) and 
vitamin K are involved in body defense 
mechanisms as well as in tissue repair and 

are required in increased amounts during 

the stress of febrile infections. Yet there 

is often a considerable reduction in the 

normal supply of these important nutritional 
elements in acutely ill patients who are 
candidates for antibiotic therapy. 


Unique new Stress Fortified Terramycin-SF, 
Tetracyn-SF and Pen-SF contain the stress 
vitamin formula recommended by the National 
Research Council! for therapeutic use during 
sickness or injury as a significant contribu- 
tion to rapid recovery and convalescence. 

The patient is assured the maximum benefits 
of modern antibiotic therapy plus the needed 
vitamin support —without additional 
prescriptions, and at little additional cost. 


1. Pollack, H., and Halpern, S. L.: Therapeutic Nutrition, 
Prepared with Collaboration of the Committee on 
Therapeutic Nutrition, Food and Nutrition Board, National 
Research Council, Baltimore, Waverly Press, 1952. 
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the patient with infection... 
not only fight the infection, 
but also Stress ‘ ortify the patient 


with a single prescription of 
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Brand of oxytetracycline withe | vitamins 
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Brand of tetracycline withe / vitamins 


i latins iin il ORAL SUSPENSION (fruit flavored) 
CAPSULES (200mg.) (125 mg. per 5 cc. teaspoonful) 


* 


CAPSULES (200,000 units) : 
Brand of penicillin G 
potassium with vitamins 


The minimum daily dose Ascorbic acid, U.S.P. 300 mg. 

of each antibiotic Thiamine mononitrate 10 mg. 

(1 Gm. of Terramycin or Tetracyn, Riboflavin 10 mg. 
or 600,000 units of penicillin) Niacinamide 100 mg. 
Stress Fortifies the patient Pyridoxine hydrochloride 2 mg. 

with the stress vitamin formula Calcium pantothenate 20 mg. 

as recommended by Vitamin By activity 4 meg. 

the National Research Council... Folic acid 1.5 mg. 


, ) | f Menadione (vitamin K analog) 2 mg. 


for little more than the 


only cost of antibiotic therapy alone 
Pfizer Brooklyn 6, N. Y. 


Division, Chas. Pfizer & Co., Inc. 





enterally in the absence of specific 
indications. Erythromycin has found 
special usefulness against penicil- 
lin-resistant staphylococci. Chloram- 
phenicol has a wide spectrum of an- 
timicrobial activity which includes 
the Salmonella organisms and makes 
it of unique value in the treatment 
of typhoid fever. In the annals of 
medical history it shares a place 
alongside chlortetracycline (Aureo- 
mycin) and oxytetracycline (Terra- 
mycin) as one of the broad-spec- 
trum antibiotics most widely used 
during the period extending from 
the late 1940’s to the present. 

These antibiotics are effective also 
against rickettsiae and the “large 
viruses” as well. So broad, in fact, 
is the spectrum of these agents that 
they are frequently employed on a 
“shotgun” basis against infections 
in which the etiologic agents remain 
unidentified. The choice of an anti- 
biotic should be based upon isolation 
and identification of the organism 
and tests which reveal its sensitivity 
to various antimicrobial agents. In 
practice, it must be confessed that 
this desirable procedure often re- 
solves itself into an economic prob- 
lem, due to the remoteness or in- 
acessibility of laboratory facilities 
for making such determinations. 


TETRACYCLINE 


A new chapter in the history of 
the broad-spectrum antibiotics is 
being written with the introduction 
of tetracycline, which appears to 
have antibacterial activity almost 
identical to that of chlortetracycline 
and oxytetracycline,’* while possess- 
ing unique advantages. It is pro- 
duced directly by a new species of 
Streptomyces as Polycycline (Bris- 
tol) and by chemical treatment of 
chlortetracycline as Achromycin 
(Lederle) and Tetracyn (Pfizer). It 
is already available in various forms, 
of which the most commonly em- 
ployed are capsules and oral sus- 
pensions. 
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The most striking and encouraging 
feature of tetracycline therapy noted 
is the low incidence of disturbing or 
toxic side effects, such as nausea, 
vomiting and diarrhea. Untoward 
side effects occurred in 30% of pa- 
tients treated with oxytetracycline, 
in 19% of those treated with chlor- 
tetracycline and in less than 7% of 
those treated with tetracycline. 
Moreover, with tetracycline these ef- 
fects were distinctly less severe. An- 
other authority, after preliminary 
clinical studies in pneumococcal 
pneumonia, reports that tetracy- 
cline, in comparable dosage, is 
equally as effective as chlortetracy- 
cline or oxytetracycline and in many 
instances defervescence is more rap- 
id with this new drug; also that, be- 
cause of the lower incidence of gas- 
trointestinal complications, tetracy- 
cline may replace chlortetracycline 
and oxytetracycline for general use. 


It has been noted that tetracycline 
appears to be more stable in vitro 
than its older analogues and to 
reach higher serum concentrations 
following administration.’*> A sim- 
ilar observation following intraven- 
ous administration of tetracycline 
led to the conclusion that, in view of 
the probable importance of the con- 
centration of antibiotics in the cere- 
brospinal fluid in the treatment of 
meningeal infections, it would ap- 
pear that tetracycline may be the 
drug of choice in such cases.'* 


It has been used with good clinical 
results in cases of pneumonia, with 
or without bacteremia: pharyngitis; 
bronchopulomonary infection; acute 
bronchitis; pertussis; otitis media; 
acute or chronic pyelonephritis: 
mixed bacterial infections; scarlet 
fever; bacillary dysentery; soft-tis- 
sue infections due to susceptible or- 
ganisms; osteomyelitis; epidermal 


14. Wright, S. S., et al, Antibiotics Annual, 1953- 
1954, Medical Encyclopedia, Inc., 1953, p. 92. 


15. Finland, M., et al, J.A.M.A., 154:561, 1954. 


16. Wood, W. S., et al, Antibiotics Annual, 1953- 
1954, Medical Encyclopedia, Inc., p. 98. 
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abscesses; acute brucellosis in com- 
bination with other antimicrobial 
agents; meningitis; pancreatic fibro- 
sis; staphylococcal, pneumococcal, 
and E. coli septicemias; urogenital- 
tract infections; preoperative and 
postoperative prophylaxis; sinusitis; 
acute extraintestinal and intestinal 
amebic infections; gonorrhea; and in 
subacute bacterial endocarditis pro- 
duced by both gram-positive and 
gram-negative bacteria sensitive to 
tetracycline. In-vitro studies show 
that rickettsial diseases, primary 
atypical pneumonia, acute anthrax, 
mastoiditis and actinomycosis may 
prove amenable to tetracycline.'” 
The discovery of tetracycline, as 
Welch has pointed out, follows a pat- 
tern familiar in medical history since 
the days of Ehrlich. First, a drug is 
discovered; then its chemical struc- 
ture is altered to make it less toxic, 
and finally the basic structure is 
linked with other radicals to obtain 
a more active molecule without in- 
17. Welch, H., Principles and Practice of Anti- 


biotic Therapy, Medical Encyclopedia, Inc., 
1954, pp. 258-259. 


Rectal Use of Ergotamine 
Tartrate and Caffeine Alkaloid 
For the Relief of Migraine 


Recently, some patients have been 
told to insert a Cafergot tablet in the 
rectum (these tablets contain 1 mg. 
of ergotamine tartrate and 100 mg. 
of caffeine alkaloid). Although they 
are designed for oral medication 
increasing experience shows that 
these tablets are well tolerated by 
rectum. In some cases the dose had 
to be repeated after an hour. Sever- 
al patients found that they had to 
take up to 6 tablets of Cafergot by 
mouth to relieve an attack, whereas 
1 or 2 tablets by rectum brought 
about the desired effect more 
promptly. In a small study group in 
which Cafergot tablets were used 
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creasing its toxicity. Chlortetracy- 
cline and oxytetracycline represent 
the first stage of this process, tetra- 
cycline the second. 


What will be the third stage? 
Welch believes that to tetracycline, 
the basic antibiotic in the series, 
there will eventually be attached 
various radicals and side-chains re- 
sulting in the development of a num- 
ber of tetracyclines, each active 
against a specific disease or group 
of diseases. If such proves to be the 
course of events, then we shall have 
attained a state of affairs, chemo- 
therapeutically speaking, that ap- 
proaches ever closer to Ehrlich’s 
ideal. Though we shall not have a 
single antibiotic or chemotherapeu- 
tic agent effective against all disease 
organisms, we shall have in penicil- 
lin an excellent antibiotic of general 
utility, and in other antibiotics a 
growing series of agents whose spe- 
cificity is constantly narrowing down 
the number of infectious diseases 
that are not amenable to antibiotic 
therapy. 


by rectum, 180 attacks in 18 people 
were treated by this method. The 
results were good in 38%, fair in 
47%, and poor in 15%. There were 
“moderately severe” side reactions 
in 2 (1%). Although the ergotamine 
tartrate and caffeine alkaloid em- 
bodied in a cocoa-butter suppository 
seem to offer the more efficacious 
method of applying these medicines 
as rectal therapy, the Cafergot tab- 
lets have the advantage of being 
easily carried in the handbag, and 
thus of being at hand for use early 
in the attack if necessary — and of 
economy. 


J. R. Graham, New England J. Med., 250:936, 1954. 
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ORIGINAL ARTICLE 


Pruritus of the Vulva 


An excellent symptomatic classification 
of the etiological factors and suggested therapy 
for various forms of pruritus vulvae 


C. L. RILEY, M.D., F.A.C.S., Winchester, Virginia 


Pruritus of the vulva may reflect __ III. Infections 





a local condition or a serious sys- a. Venereal 
temic illness. A good classification 1.Gonorrhoea (condylomata, 
of the etiological factors is as fol- Bartholinitis, Skeinitis) 
lows: 2. Chancroid 
I. Constitutional Causes 3.Syphilis (condylomata 
a. Neurosis lata) 
b. Circulatory changes 4. Venereal lymphogranuloma 
c. Systemic disease 5. Granuloma inguinale 
1. Diabetes b. Non-Venereal 
2. Uremia 1. Mycobacteria 
3. Exanthemata 2.True fungi, trichophytosis 
4. Blood dyscrasia (ringworm), (tinea crur- 
5. Vitamin deficiencies is), (dhobie itch) 
: 6. Dermatitis medicamentosa 3. Pyogenic (Staph. Strep., 
‘4 (bromides, antibiotics, etc.) B. coli) 
; 7. Psoriasis 4. Trichomonas 
‘4 II. Local Causes IV. Parasitic 
a. Acquired (fistulae) a. Oxyuris (thread worm) 
b. Malignant neoplasms b. Pediculosis pubis 


c. Herpes c. Scabies 
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V. Foreign bodies (pessaries, small 
objects in children) 
VI. Leucoplakia and kraurosis 
VII. Essential pruritus vulvae 


Pruritus secondary to diabetes is 
usually mycotic and a typical white 
deposit covers the vaginal surfaces. 
Favorable conditions for the growth 
of monilia are also present in the 
pregnant, and monilia is the most 
frequent cause of severe pruritus at 
this time. Treatment of the diabetes, 
and local treatment with 2% aque- 
ous solution of gentian violet, pro- 
pion gel or caprylic acid derivatives 
give prompt and satisfactory control. 
Treatment is repeated at irregular 
intervals; cure is rarely effected un- 
til after delivery. (Many advocate 
the prophylactic painting of the in- 
fants mouth with gentian when de- 
livered.) 

Allergies require investigation 
and treatment of the exciting agent. 
Locally, antihistamine cremes give 
prompt relief; however, beneficial 
effects are lessened by repeated and 
prolonged use. Pruritus resulting 
from drug sensitivity requires cessa- 
tion of administration of the drug 
and simple antipruritic remedies. 
Bromides and barbiturates are fre- 
quent offenders and all are familiar 
with the occasional fulminating va- 
ginitis and severe pruritus follow- 
ing the use of aureomycin, penicillin, 
etc. This does not diminish the in- 
dication for the use of antibiotics 
and sulfonamides in the form of 
suitable preparation for insertion. 
Treatment for the latter and any 
fulminating acute reaction, regard- 
less of the etiology, should be con- 
servative and cautious. 

Pruritus associated with venereal 
diseases subsides with proper treat- 
ment of the condition and requires 
only proper cleanliness and simple 
antipruritics. 

The treatment for Trichomonas 
brings forth many suggestions and 
includes hypertonic salt solution 
for douching, devegan, floraquin and 


many other remedies. Eradication of 
any associated pyogenic infections 
must also be accomplished and the 
normal pH of the vagina restored. 
Local use of antibiotics and/or sul- 
fonamides prior to or used simul- 
taneously with trichomonicidal 
agents increases the effectiveness of 
the treatment. 


Oxyuris is more often found 
among younger persons, is readily 
diagnosed, and requires proper hy- 
gienic measures in addition to gen- 
tian violet tablets of other thera- 
peutic agents. 


Pediculosis may be treated with 
mercury ointment, copper solution, 
etc. 


Tinea responds to salicylic-benzoic 
acid preparations, but must be 
treated conservatively during the 
initial phase. Benzyl-benzoate in the 
form of an emulsion usually, has 
been added to the usual sulphur 
treatment of scabies. 


Leucoplakia and kraurosis desig- 
nate atrophy, wrinkling and discol- 
oration of the skin. Contraction and 
constriction signify kraurosis. The 
possibility of the development of 
carcinoma must be remembered; 
however, the treatment is primarily 
conservative. Relief of pruritus and 
discomfort and daily lubrication are 
the fundamentals of treatment. Vita- 
min A, 30,000 to 50,000 units t.i.d. is 
helpful in cases of hyperkeratosis. 
Ichthyol, 10 gr., in one ounce of cas- 
tor oil used locally each day is of 
value, or a lotion of equal parts 8% 
soda and glycerine 2 or 3 times daily. 
Estrogens locally may have a place 
providing systemic effects are 
guarded against. 


Final reminders: leaking mineral 
oil is a frequent cause of pruritus 
ani and essential pruritus is a most 
difficult diagnosis; the husband may 
have trichomonads in the prostate; 
improper douching may do harm, 
and x-ray therapy is rarely indicat- 
ed for pruritus vulvae. 
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Gastric upsets from aspirin are 3 to 
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tolerated by arthritics. At the Robert 
Breck Brigham Hospital of Boston 
70 per cent of arthritics with a proved 
intolerance to aspirin could take 
BUFFERIN without gastric distress.’ 


Although patients often use 
sodium bicarbonate with aspirin to 
alleviate gastric symptoms, clinicians 
know that this causes a lowering of 
the salicylate level of the blood 
serum.” Moreover, this practice may 
cause retention of the sodium ion.* 
Pre-existing symptoms of cardio- 
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ORIGINAL ARTICLE 


Does Your Patient Need a Hearing Aid? 


Adviee is given for the correct 
selection of the type of hearing aid and 
its proper use and limitation 


J. B. HOLLINGSWORTH, M.D., Oakland, California 


The family doctor may perform 
a real service for his hard-of-hearing 
patients by directing them in the 
proper handling of their disability. 
If pitfalls are to be avoided, these 
patients should receive the benefit 
of an otologist’s examination and 
advice. This paper is an attempt to 
present a few basic facts concern- 
ing hearing aids, to correct some of 
the misconceptions concerning the 
use of aids, and to expose exagger- 
ated claims of advertisers. 

Any person with a hearing loss 
great enough to interfere with his 
occupation or social activities, and 
whose hearing cannot be improved 
by medical or surgical treatment, is 
a candidate for a hearing aid. In 
practice this means a hearing loss 
of 30-80%. A person with a hearing 


loss of less than 30% does not feel 
a need for an aid and will not both- 
er with it; one with a greater loss 
will find an aid unsatisfactory, as 
his nerve function is poor. No mat- 
ter how much the sound is ampli- 
fied, the auditory nerve must be 
able to perceive the sound. An ac- 
curate determination of the hear- 
ing loss is essential. This is done by 
pure-tone audiometry, supplement- 
ed by speech audiometry if neces- 
sary. 

Persons whose hearing loss is con- 
ductive (middle ear) have a “flat 
auditory curve,” which means that 
there is a nearly equal loss of hear- 
ing throughout the entire range of 
frequencies. These persons do not 
have recruitment, and almost with- 
out exception can wear an aid with 
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benefit. 

Persons with perceptive (nerve 
type) losses present more of a 
problem. Their curve tends to show 
the greatest loss for the high tones. 
This impairs the intelligibility of 
speech and causes the patient to 
say, “I can hear you but I cannot 
understand what you say.” This 
means that he does not hear the 
high tones. It is difficult to amplify 
these tones so that they are easily 
audible without making them un- 
comfortably loud. The fitting of an 
aid for patients with nerve deafness 
requires careful study of the nerve 
function and of the needs and per- 
sonality of the patient. Much can 
be accomplished in spite of these 
difficulties and a great benefit can 
be obtained with a satisfactory aid. 


TYPES OF HEARING AIDS 


(I) Prosthetic (non-electric). 
These aids are advertised with 
“nothing shows in the ear,” “no 
cords,” “no batteries,” and “no ex- 
pensive upkeep.” This type of aid 
uses a mechanical device to improve 
the conduction of sound to the laby- 
rinthine wall. They are used by pa- 
tients with conduction deafness, us- 
ually the result of otitis media which 
has left the patient with a large per- 
foration in the tympanic membrane. 
The aid merely improves the con- 
duction mechanism that has been 
badly damaged by the previous dis- 
ease. 

Several types of these aids are 
available. The first is the Pohlman 
prosthesis which consists of a dia- 
phragm fitted across the ear canal, 
through which a stylus extends to 
the region of the round window. 
This mechanism is similar to the 
conduction appartus in birds. The 
second is a ballon type which uses 
a rubber balloon to press against 
the labyrinthine wall to transmit 
sound more effectively. The third 
is ointment. Occasionally a patient 
with a low-grade chronic otitis me- 


dia will discover that he hears bet- 
ter when his ear is discharging. This 
is due to the fact that fluid trans- 
mits sound waves better than does 
air. Use is made of this observation 
by placing a small amount of non- 
irritating ointment such as Aqua- 
for in the middle ear. This will last 
for several weeks and must be re- 
newed occasionally. 

The use of the prosthetic type of 
hearing aid is limited by such dis- 
advantages as: 1. Difficulty in in- 
serting and removing and keeping 
the instrument clean. 2. Movements 
of the auditory meatus during chew- 
ing and speaking introduces trouble- 
some noises. 3. The gain in hearing 
is small and is not sufficient for the 
patient with associated nerve deaf- 
ness. 

II. Electric aids. The greatly in- 
creased use of electric hearing aids 
is due to vast improvements in man- 
ufacture in recent years. The first 
of these aids was a carbon type 
which was limited as to amplifica- 
tion of sound, was noisy, and was 
very bulky. Great advances were 
made with the use of the vacuum 
tube aid, and now further advances 
have been made with the transistor 
aid. Basically the electric hearing 
aid consists of a microphone, an 
amplifier with power supply (bat- 
teries), and a receiver. Much in- 
genuity has been demonstrated to 
produce aids that are small, light 
and appealing in appearance. The 
new transistor aids have allowed a 
reduction in size and considerable 
saving of battery expense. However, 
they are still amplifiers and will not 
do anything that a vacuum tube aid 
will not do. 

To obtain maximum benefit from 
an aid, the patient must first admit 
his deafness. For this reason, dis- 
guising the receiver as jewelry, hid- 
ing cords in necklaces, and similar 
gadgets are bound to defeat this 
purpose. Some of these things ac- 
tually add distortion to an already 
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distorted apparatus. Second, the 
hearing loss must be in the range 
noted above. Both the upper and 
lower limits are subject to some 
variation due to the patient’s per- 
sonality, occupation and social ac- 
tivities. It is a common belief that 
if the sound is loud enough, anyone 
can hear. The author wishes to 
repeat that such is not the case and 
that a certain amount of residual 
hearing must be present. Enough 
nerve function must be present to 
perceive the amplified sound. Third, 
the patient must be able to adjust 
to his aid. This point is of great 
importance as the vast majority of 
patients using aids are past middle 
age, and in addition to the hearing 
loss, many of these patients have an 
associated cerebral arteriosclerosis 
and have lost some of their ability to 
adjust to their surroundings Fourth, 
one should not expect normal hear- 
ing from an aid as it is never ob- 
tained. The microphone picks up all 
sound including the auto horn and 
street noises in the background as 
well as the conversational speech he 


wishes to hear. The hard of hearing 
patient has forgotten that we all 
live in a world of noise, most of 
which we ignore, and he must learn 
to ignore the sound he does not wish 
to hear. 

Every patient should have a for- 
mal period of auditory training but 
this is seldom possible and rarely 
practicable. Auditory training teach- 
es the patient to use auditory cues to 
the best advantage. Much can be 
accomplished by the intelligent use 
of means which are available to ev- 
eryone. Lip reading is a valuable 
supplement to sound perception 
with a hearing aid and the greater 
the loss of hearing, the greater the 
need for lip reading. Skilled teach- 
ers are available in all of the larger 
cities, usually as a part of the adult 
education program in the city 
schools. Valuable skill and practice 
can be obtained from television by 
making the sound inaudible. The 
greatest practical points in auditory 
training are teaching the patient to 
live with his disability and the prop- 
er use and limits of his aid. 





Adverse Effects of Belladonna 
Alkaloids in Benign Pyloric 
Obstruction 


By means of a barium-radiograph- 
ic technic, the -effect of belladonna 
alkaloids on gastric evacuation was 
studied in 15 patients with pyloric 
obstruction complicating chronic 
peptic ulcer. In 9 patients the drugs 
produced or increased gastric re- 
tention. In 4 of the 9 complete re- 
tention was seen at 5 hours. The 
results obtained appeared to be due 
to decreased gastric peristalsis and 
tone. In view of these findings and 
the clinical observations that anti- 
spasmodics may aggravate pyloric 
obstruction in some patients, it is 
suggested that belladonna alkaloids 
be used cautiously in some patients 
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with benign obstruction and discon- 
tinued if the patients fail to improve. 


Philip Kramer, Boston, New England J. Med., 251: 
600, 1954. 
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ORIGINAL ARTICLE 


Failure or Opportunity in the Treatment of 


Tuberculosis? 


Recovery prospects are enhanced by a long 
period of treatment which includes rest, chemotherapy, 
collapse measures and resective surgery 


E. P. BOWERMAN, M.D.,* Memphis, Tennessee 


Since 1945 the treatment of tuber- 
culosis has changed rapidly and pro- 
foundly, this due mainly to the use 
of antibiotics and thoracic surgery. 
The rapidly declining death rate is 
cited with great optimism. But near- 
ly as many people are known to have 
tuberculosis today as was the case 
10 or 15 years ago. Some 75% of our 
patients on admission are classified 
as having moderately- or far-ad- 
vanced pulmonary tuberculosis. 
Vast numbers of patients still leave 
the hospitals against medical advice 
and thus add to the great reservoir 
of uncontrolled and often infectious 
tuberculosis. Tuberculous meningi- 
tis, now for the first time subject to 


* Medical Director of the West Tennessee Tubercu- 
losis Hospital, Memphis. 


successful treatment, is the cause of 
many infant deaths and crippling 
neurologcial sequelae, because it is 
not diagnosed in an early stage. The 
publicized belief that drug therapy 
alone is sufficient, has led many a 
patient to neglect hospitalization un- 
til he has lost his best opportunity 
for recovery. 

Not long ago two papers read at 
a medical meeting, in a sense, took 
opposite points of view on the ques- 
tion, “Shall the tuberculous patient 
be treated at home by his physician 
or be treated in a tuberculosis hos- 
pital?” It is not a question of which 
one, but rather how shall the two 
be combined for best results. Indi- 
vidual physicians in aggregate are 
the most important force in the dis- 
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covery and diagnosis of new cases 
of tuberculosis. Any individual who 
is not well will seek help from a 
doctor. Right here lies the opportu- 
nity to discover tuberculosis (and 
other thoracic diseases). A chest 
x-ray for every patient either 
through private or public facilities 
is not too difficult to obtain. How- 
ever, a chest x-ray is far from the 
total answer, diagnostically speak- 
ing. If tubercle bacilli are easily 
found in sputum, bronchial secre- 
tions, or gastric contents, the diag- 
nosis is no longer in doubt; but if 
the reverse is true, a long and often 
complex series of examinations may 
follow. These may include culture of 
sputum or bronchial washings for 
tubercle bacilli, pyogens, and fungi. 
Bronchoscopy, Pananicolaou’s study 
for cancer cells, supraclavicular ex- 
ploration and biopsy, various x-ray 
techniques, bronchograms, and even 
pulmonary biopsy may be needed to 
establish the diagnosis exactly. In 
accordance with the doctor’s inclina- 
tion, training and diagnostic facili- 
ties, and taking into account the pa- 
tient’s economic status, hospitaliza- 
tion may very well be needed for 
these diagnostic measures. 


ANTIBIOTIC THERAPY 


Another wishful concept is the 
idea of eradicating tuberculous in- 
fection by the administration of anti- 
bictics. In many instances we have 
seen the sputum consistently nega- 
tive on culture, completely stable 
chest x-rays and the patient clin- 
ically well for many months or a 
few years after chemotherapy, only 
to find that acid-fast bacilli are pres- 
ent in the residual lesions. It was 
hoped that these tubercle bacilli 
were dead. Later investigation dem- 
onstrates that by altering the culture 
media and prolonging the period of 
culture, these “dead” organisms do 
start to grow and multiply.’ It is 


1. Gladys L. Hobby, et al., Am. Rev. Tuberculosis, 
70:2, 191. 





logical to conclude that in the hu- 
man host they are likewise capable 
of renewed growth if the environ- 
ment for some reason or other be- 
comes altered in favor of the tuber- 
cle bacillus. 

It appears reasonable to assume 
that non-specific sanatorium aids to 
recovery should strengthen the im- 
perfect remedies of chemotherapy 
and thoracic surgery. How a patient 
lives still has its influence on his 
recovery. How he lives depends on 
his knowledge and training. Tuber- 
culosis hospitals are good places to 
teach the patient how to live with 
his disease. By a combination of 
medical and surgical measures in 
our regimens we often reach goals of 
therapy in a year that were formerly 
attained only after years of therapy 
or perhaps not at all. Hospitalization 
can be shortened on the average. It 
is recommended, however, that this 
shortening be (in most cases) by 
an earlier discharge, rather than by 
a late admission. 

At the moment there is a broad 
pattern of therapy which is widely 
accepted. That is rest and optimum 
nutrition, anti-microbial therapy 
started with the establishment of the 
diagnosis, and continued for a year 
or more, and resection of persistent 
residual disease after maximum im- 
provement has occurred on a medi- 
cla regimen. The surgical program 
will be of less importance when and 
if totally effective antibiotics are 
found, but even so there will be a 
large field for surgical procedures, 
unless the diagnosis of pulmonary 
tuberculosis is made and treatment 
started before extensive destruction 
of pulmonary tissue has taken place. 


CHEMOTHERAPY 


In the treatment of tuberculosis, 
the 3 drugs (and their derivatives) 
of primary importance are Para- 
aminosalicylic acid (PAS), isoniazid 
(INAH) and streptomycin (Sm). Of 
secondary importance are viomycin, 


374 CLINICAL MEDICINE, April, 1955 





promizole, and terramycin. Pyrazin- 
amide, a drug of moderate value 
with high toxicity when used alone, 
has promise of great value when it 
is used with isoniazid as the initial 
chemotherapy.** It is clearly an 
experimental agent at present. 

All of the “big three” have certain 
therapeutic imperfections in that 
they are toxic and there is a ten- 
dency for the tubercle bacilli of the 
person under treatment to become 
resistant to the drug(s) in use. 
Streptomycin tends to cause injury 
to the eighth cranial nerve, pare- 
sthesias about the face, headache 
and dermatitis. Injury to the vestib- 
ular portion of the eighth nerve 
(vertigo, loss of balance) is more 
pronounced with streptomycin, dam- 
age to the cochlear division (deaf- 
ness) when dihydrostreptomycin is 
used. These reactions are diminished 
by intermittent dosage (1.0 gm. IM 
every third day or twice each 
week). Also combining streptomycin 
and dihydrostreptomycin in equal 
portions lessens the neurotoxic ef- 
fect of each. It is in those cases, such 
as tuberculous meningitis in which 
streptomycin and dihydrostreptomy- 
cin must be given daily, that the 
neurotoxicity is frequent and severe. 
In such instances, dihydrostrepto- 
mycin should not be used, because 
the deafness is irreversible. When 
severe dermatitis occurs from strep- 
tomycin, the drug must be discon- 
tinued, and it is generally impractic- 
able to desensitize the individual. 

With PAS the most distracting re- 
actions are related to the GI tract 
and are manifested by nausea, vom- 
iting, diarrhea, and abdominal dis- 
comfort. These are severe enough 
to necessitate discontinuance of the 
medication in about 12% of cases 
and a source of discomfort in a much 
higher percentage. Of lesser fre- 
quency, but of much more serious 





2. William C. Schwartz, et al., Am. Rev. Tubercu- 
losis, 70:3, 413. 
3. — McDermott, et al., Am. Rev. T.B., 69:3, 


consequence, are instances of hyper- 
sensitivity to PAS in which the pa- 
tient has fever, malaise, and derma- 
titis often severe, generalized, and 
slow to regress. It may be followed 
by exfoliation. In general PAS is a 
“york horse” medication, but dis- 
liked by the patients almost without 
exception. 


Isoniazid is today’s most popular 
antituberculosis drug, because of its 
small dosage by mouth, its low cost, 
and infrequent toxicity in the dosage 
recommended (3.0-5.0 mg./Kg.) 
However, its administration should 
be under supervision because seri- 
ous reactions do occur. Among these 
are peripheral neuritis, accentuation 
of epilepsy and psychosis, febrile re- 
actions, and dermatitis. In higher 
dosage (8.0- 10.0 mg/Kg) toxicity— 
particularly peripheral neuritis, is 
more likely to occur. Therefore, 
these higher doses are generally con- 
traindicated. The early symptoms of 
peripheral neuritis are numbness or 
tingling in the extremities, particu- 
larly the feet and lower legs, and 
vague joint discomfort. If the drug 
is stopped in this stage, the symp- 
toms disappear in a few weeks. If 
the neuritis progresses to the point 
of painful burning feet, tender calf 
muscles, muscle weakness, muscle 
fibrillation, and severe joint pain, re- 
covery takes months and may be 
incomplete. 


The more recent the tuberculous 
infection and the less caseation ne- 
crosis, the greater is the possibility 
of resolution and the faster and 
more complete the response to che- 
motherapeutic agents. Likewise 
drug-resistant bacilli are not likely 
to emerge. The tuberculosis of long 
duration, with large cavaties and 
large caseous necrotic lesions, can 
be expected to respond more slowly 
and less completely, and the problem 
of drug resistance can be expected 
to arise. Also in such situations, tho- 
racic surgery is likely to be needed. 
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REGIMEN OF CHEMOTHERAPY 


Sm and INAH—is the most effec- 
tive team. In predominantly exuda- 
tive pulmonary disease, one would 
anticipate prompt conversion of spu- 
tum and rapid clearing of the dis- 
ease process. The schedule is Strep- 
tomycin 1 gram twice weekly, iso- 
niazid 100 to 150 mg., according to 
weight, twice daily. In those patients 
who have large cavitary or caseous 
lesions with bronchial communica- 
tion, one would anticipate the de- 
velopment of strains of tubercle bac- 
illi resistant to both streptomycin 
and isoniazid in a short time. Sm 
and INAH are also frequently used 
in combination when the patient 
cannot tolerate PAS. 

Sm and PAS—almost as effective 
in converting sputum and causing 
disease regression as Sm and INAH. 
If the patient can tolerate PAS the 
combination (Sm 1.0 gm. twice 
weekly and PAS 9.0 to 12.0 gms. 
daily in divided doses) may be given 
when _ prolonged chemotherapy 
(more than one year) is anticipated, 
and when drug resistance can be 
expected. When the TB are found 
to be Sm-resistant by periodic test- 
ing, one can then change to a regi- 
men of INAH and PAS. 


INAH and PAS. The use of these 
two drugs together—appears to be 
the most effective combination of 
the three in converting sputum and 
nearly as effective as Sm and INAH 
in promoting over-all improvement.* 
It also is an advantageous combina- 
tion to use at home because no IM 
injections are needed. 


In all instances where PAS is used 
one has a choice of salts. The sodium 
salt causes much less GI disturb- 
ance than the acid. When one wishes 
to restrict sodium intake, the cal- 
cium salt can be used. A potassium 
salt is also available. Also there are 
certain preparations of Para-amino- 


4. Progress Report U. S. P. H. S.—American Review 
of Tuberculosis, 69:1, 1. 


salicylic acid which are prepared 
with buffering agents and cause less 
gastric distress. 

In pulmonary tuberculosis the 
simultaneous use of Sm, PAS and 
INAH has no advantage over any 
combination of two. 

Manifestations and complications 
which deserve special consideration 
are miliary tuberculosis, tubercu- 
lous meningitis, tuberculous pleur- 
isy with effusion and pulmonary 
hemorrhage. 

Miliary tuberculosis, untreated or 
treated late, is highly fatal and 
prone to serious complications, par- 
ticularly meningitis. It is a medical 
emergency. In the first few days 
following the blood stream dissem- 
ination the chest x-ray may not 
show the typical, numerous, discreet 
pneumonic areas. A repeat chest x- 
ray should be taken in 3 days, one 
week, and two weeks when this 
disease is suspected. It is imperative 
to use a drug combination including 
isoniazid, because tuberculous men- 
ingitis is not likely to develop under 
INAH therapy.’ Sm and INAH is a 
good combination in miliary tuber- 
culosis. 

Tuberculosis meningitis. This once 
uniformly fatal form of tuberculosis 
is now cured in a high percentage of 
cases. The survival rate and the oc- 
currence of serious neurological se- 
quelae depend in large measure up- 
on two factors. One is the presence 
and extent of other tuberculosis. Ob- 
viously the child with tuberculous 
meningitis who also has severe pul- 
monary tuberculosis, and perhaps 
other extrapulmonary disease, has a 
poor chance for ultimate survival. 
The second factor of great signifi- 
cance is the duration of the menin- 
geal infection. Children adequately 
treated in the early stages of this 
disease—only moderate headache, 
anorexia, lassitude and slight fever 
—may have a recovery rate of 90%.5 


5. Committee Statement, American Trudeau Society 
—American Review of Tuberculosis, 70:4, 756. 


376 CLINICAL MEDICINE, April, 1955 








Early diagnosis depends on a high 
index of suspicion, which leads to 
an early examination of the spinal 
fluid. Treatment is indicated in the 
presence of increased cells, low sug- 
ar and increased protein in the spi- 
nal fluid. The spinal fluid chlorides 
may also be decreased. It is danger- 
ous to wait for the isolation of TB. 
Isoniazid is the kingpin of therapy 
here. Streptomycin is also used and 
PAS is commonly used with the 
other two. Injectable forms of iso- 
niazid are available. Nasal-gastric 
intubation is often indicated for 
medication, food and fluid adminis- 
tration. Drug therapy is recom- 
mended as follows: 

Isoniazid 8 to 10 mg/Kg per day 
for one week to ten days, 4 to 6 
mg/Kg per day thereafter 

Streptomycin (not dihydrostrep- 
tomycin) 1.0 gm. daily for 3 to 
4 months and then twice week- 
ly. Only in very small infants 
need the dose of Sm be reduced. 

PAS—12 gm. daily for adults, 8- 
10 gm. for children and 4-6 gm. 
for infants. 

The necessary duration of com- 
bined therapy is not definitely 
known. Eighteen months to two 
years is recommended. Intrathecal 
streptomycin has been largely aban- 
doned because spasticity and signs 
of meningeal irritation are more pro- 
nounced and the final results do not 
seem to be improved. 


TUBERCULOUS PLEURISY WITH 
EFFUSION 


Among our hospital admissions 
we are repeatedly impressed with 
the frequency with which there is 
a history of pleurisy preceding the 
diagnosis of pulmonary tuberculosis 
by one to four years. There are 
many causes of pleuritic pain and 
pleural effusion, but usually the un- 
derlying cause is non-tuberculous, 
can be discovered by careful inves- 
tigation. More often than not, TB 
cannot be found in the pleural fluid, 





so the diagnosis of tuberculous pleu- 
risy with effusion must often be 
made by excluding others. At times 
TB can be cultured from bronchial 
washings or fasting gastric contents. 
The finding of tuberculous cervical 
lymph node and a positive tubercu- 
lin skin test are supporting evidence. 
At any rate, it is safe to consider 
such disease tuberculous unless an- 
other etiology can be proved. A 
striking report is that of Roper and 
Waring® who studied 141 young men 
who developed chest fluid while in 
military service. Ninety-two (65%) 
of these men were found to have 
forms of proved tuberculosis, mostly 
within a 3-year period. Such cases 
need a minimum of 6 months bed 
rest and one year of chemotherapy. 
This might very well be 6 months 
of Sm/INAH, followed by another 
6 months of INAH alone. 


PULMONARY HEMORRHAGE 


This is a symptom which always 
demands determination of its cause. 
When it occurs in a known tubercu- 
lous patient, the dangers are exsan- 
guination, obstruction of the air way 
and consequent “drowning,” and 
bronchogenic dissemination. Tuber- 
culous patients do die from sudden 
massive hemorrhage, but it is rare. 
Bronchial dissemination of the tu- 
berculosis by the bacilli-laden blood 
occurs very commonly. Reassure the 
patient while a hypodermic of code- 
ine or morphine is being prepared. 
Promptly place the patient with the 
head low, so as to promote drainage 
by gravity out of the trachea. If the 
side of the bleeding is known— 
previous x-rays or bubbling, uni- 
lateral rales—that side should also 
be dependent. Thus the airway can 
usually be kept open and spread to 
uninvolved portions of the lung di- 
minished. Rarely tracheal suction is 
useful. The cough reflex should be 
diminished but not abolished. An 


6. Bulletin of the American Tuberculosis Associa- 
tion. Nov. 1954, 183. 
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initial small dose of morphine is 
useful to allay excitement. Codeine 
may then be used e. 4 h. until bleed- 
ing has ceased for at least 24 hours. 
Forceful cough is to be avoided and 
the patient kept as quiet as possible. 


Effective anti-microbial therapy 
should be instituted at once if it is 
not already being employed. If this 
emergency occurs at home, it is 
probably wiser to keep the patient 
as quiet as possible until bleeding 
has ceased for at least 24 hours, in 
the meantime, making arrangements 
for hospitalization if this is possible. 


SURGICAL THERAPY 


The last several years have seen 
pneumothorax, once the mainstay in 
active therapy, almost abandoned. 
Phrenic paralysis is now con- 
demned by many and used infre- 
quently by others. Pneumoperiton- 
eum has been discarded in some 
institutions. In others, it is still fre- 
quently employed in the belief that 
cavity closure is more quickly ac- 
complished, that patients may come 
to definite surgery sooner; and in 
many cases, after discharge from the 
hospital, it serves not only as spe- 
cific therapy but also to keep the 
patient under observation and on a 
prescribed routine of modified activ- 
ity. Thoracoplasty is now seldom 
used except in connection with pul- 
monary resection for the purpose of 
diminishing pleural space. 

The trend is away from massive 
resections and toward segmental re- 
sections, thus preserving as much 
functioning pulmonary tissue as pos- 
sible. There still remain special in- 
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stances in which pneumothorax, 
thoracoplasty, and plombage pro- 
cedures should be used to achieve 
lasting arrest of the tuberculous 
process. 


SUMMARY 


1.The prospect for recovery from 
tuberculosis is brighter than ever 
before. 

2. Valuable chemotherapy and im- 
proved thoracic surgery combine 
with favorable socio-economic fac- 
tors to increase the decline of an 
already falling death rate but 
morbidity rates still remain high. 

3. Full advantage of today’s treat- 
ment is not realized because of 
late diagnosis. 

4.Chemotherapy is a tremendous 
aid in the treatment of tubercu- 
losis, most dramatic in the treat- 
ment of tuberculous meningitis. 

5. By employing varying combina- 
tions, chemotherapy can be effec- 
tively used for months and even 
years. 

6. Since the antimicrobials do not 
completely eradicate but do effec- 
tively suppress tuberculous infec- 
tion, the trend is to longer periods 
of therapy, even to several years’ 
duration. 

7.Each patient’s therapy must be 
planned in relation to the nature 
and extent of his disease and alt- 
ered according to his response to 
therapy. 

8. The treatment of tuberculosis is 
still of years’ duration, necessi- 
tates the combination of rest, 
chemotherapy, collapse measures 
and resective surgery. 
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ORIGINAL ARTICLE 


Plexonal - A New Hypnotic and Sedative 


This combination of drugs is beneficial 
as an effective hypnotic and daytime sedative 
without any undesirable side-effects 


ARNOLD H. KADISH, 


Although neurotic or psychotic 
mechanisms are underlying causes 
of insomnia! and psychotherapy is 
of basic importance, adjunctive me- 
dicinal therapy is often beneficial. 
Sleeplessness may be due to emo- 
tional factors, pain, cough, dyspnea, 
high fever or an uncomfortable bed 
or room. 


As has been known for many 
centuries, combinations of drugs 
having similar actions may be more 
useful than a single drug in com- 
parable dose. Plexonal*, an innova- 
tion as a sleep-inducing agent, and 
as a daytime sedative especially to 


allay excitement, is such a combin- 
ation. 


1. Hyland, H. H. Medical Clinics of North Amer- 
ica, 36:539-555, 1952. 
*®Sandoz Pharmaceuticals 
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The three barbiturates are em- 
ployed instead of one in order to ob- 
tain selective therapeutic effects 
from each. The dose selected for 
each secures optimum sedative and 
hypnotic effect, which is manifested 
by more rapid onset of action and 
desirable duration, while side ef- 
fects are minimized. Scopolamine 
potentiates the effects of hypnotics 
and itself has sedative and hypnotic 
properties in small doses. It en- 
hances the effects of barbiturates 
by increasing the intensity of the 
initial effect.2* The inclusion of 
DHE-45 (Dihydroergotamine meth- 
anesulfonate) made it possible to 
reduce the dose of scopolamine by 





"2. rg H. Schweiz. Arch. Neurol. Psych. 60:1, 
1947. 

3. fone H. Schweiz. Arch. Neurol. Psych. 64:17, 
1949. 
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50%. Rothlin* observed that the ef- 
fects of the barbiturates are po- 
tentiated by the central sedative ac- 
tion of ergotamine, and that dihydro- 
ergotamine also exerts a central 
sedative effect as well as a stronger 
peripheral adrenosympathicolytic 
action, which is conducive to re- 
freshing sleep. Many investiga- 
tors? §.9,10,11,12 have reported highly 
favorable results with Plexonal in 
series of cases for the treatment of 
insomnia and as a sedative. Kral 
and Krauser! reported good re- 
sults with Plexonal in 73 psychia- 
tric patients with anxiety, tension 
states and sympathetic overactivity. 

Patients were selected suffering 
from anxiety neurosis, tension and 
excessive fatigue, all complaining 
of insomnia. Two groups were test- 
ed as follows: In 100 patients, 900 
trials were made with Plexonal. 
During the day, one tablet of Plex- 
onal was taken t.id., a.c., on Mon- 
day, Wednesday and Friday. Plex- 
onal had no depressing effect when 
taken during the day and it was 
frequently effective in promoting 
sleep at night. 

In 60 cases, 100 trials were made 
4. Rothlin, E. Schweiz. med. Wschr. 64:188, 1934. 
5. Rothlin, E. Schweiz. med. Wschr. 76:1254, 1946. 


. Hess, W. R. Lancet 260:627, 1951. 
med. Wschr. 81:495, 1951. 


. Baer, H. Schweiz. 


‘ , 
8. Binswanger, H. Schweiz. med. Wschr. 81:707, 
1 

9. Boss, M. Praxis 40:679, 1951 

10. Schneider, Pierre B. tog fl: 313-315, 1952. 

11. Kowalski, F. Praxis 42:82, 1953. 

12. Laberke, J. A.: Ther. ares, 93:54, 1954. 

13. Kral, V. A. & Krauser, W. G. Canad. Med. Assoc. 
J. 70: 458, 1954. 
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No. No. 
Cases Dose Excellent Good Poor Trials 
Daytime Sedative ....100 1 t.id., a.c. 90 8 2 900 
Bedtime (Hypnotic) .. 60 1-3 30 25 5 100 
RT CORDES. coinccen se 160 


with Plexonal at bedtime in doses 
of one to three tablets, one-half 
hour before retiring (see Table I). 

Prior to the use of Plexonal in 
this series, other hypnotics and seda- 
tives had been employed. Plexonal 
was well tolerated by all patients. 
It had no adverse effect on blood 
pressure and pulse, did not upset the 
stomach or cause preliminary ex- 
citement and did not disturb physio- 
logic functions. 

In this series of 160 cases, the 
combination of drugs present in 
Plexonal act synergistically and 
have advantages over the use of a 
single drug. In a hundred cases as 
a daytime sedative, 90 patients ex- 
perienced excellent results, 8 good 
and 2 poor. In 60 cases treated with 
Plexonal as a hypnotic, 30 patients 
experienced excellent results, 25 
good and 5 poor. As a hypnotic it 
has proven to be effective and free 
from side-effects. 


SUMMARY 


1. Plexonal, as a hypnotic, has a 
prompt onset of action and pro- 
duces 6 to 8 hours of refreshing 
sleep. 

2. As a daytime sedative, it is well 
suited especially for the treat- 
ment of hyperexcitability and 
anxiety. 

3. Plexonal was found to be free 
from undesirable side effects in 
a series of 160 patients. 


1955 


ORIGINAL ARTICLE 


Prostatic Dysfunction in Young Men 


Cursory treatment is usually 
given because of lack of understanding of 
the importance of the symptoms 





H. B. HENKEL, M.D. & H. B. HENKEL, JR., M.D. Springfield, Illinois 


For many years we have been 
concerned by the apathy of the pro- 
fession toward men, particularly 
young men, with prostatic symp- 
toms. Impressed by the prevalence 
of the condition, it is our intent to 
bring this matter vividly to the at- 
tention of physicians. 

Dysfunction of the prostate takes 
the form of: 

1. Infection—acute or chronic 

2. Congestion 

3. Overgrowth—benign or ma- 

lignant 

4. Prostatic calculi 

5. Specific infections—tuberculo- 

sis, syphilis, actinomycosis 

6. Rare and bizarre lesions—meta- 

static malignancies, parasitic in- 
fections 
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7. Inability to manufacture ejacu- 
late — congenital or acquired, 
i.e., due to absence of prostate 
at birth or to vesical-neck surg- 
ery. 

We speak of men under 55 as young 
men, with prostatic difficulties usu- 
ally of the infective or congestive 
types; those over 55 with prostatism 
or overgrowth of the prostate in 
either the benign or malignant form. 


CLASSIFICATION OF PROSTATIC 
DYSFUNCTION 


Two groups are usually recog- 
nized: 


1. Infection 
a. Acute prostatitis 
b. Chronic prostatitis 
2. Congestion 
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Acute prostatitis is rapidly becom- 
ing a disease of the past, since the 
advent of the sulfonamides and the 
antibiotics. 


Chronic prostatitis, while former- 
ly associated with Neisserian infec- 
tion, has become a problem of more 
general consideration in the past 15 
years due primarily to the more 
accurate interpretation of signs and 
symptoms. It is usually unrelated to 
any venereal disease. Now better 
than 70% of all positive cultures 
from chronic prostatitis cases show 
staphylococci; 30% are mixed with 
the usual gram-negative organisms. 
Trichomonas infestation of the pos- 
terior urethra and the prostate is 
more common than suspected, most 
of the cases resistant and any persis- 
tent urethral discharge unrespon- 
sive. 

The congested prostate is one that 
fails to reveal a positive culture and 
a pus cell count in the smear of less 
than 5 per high-power field, yet 
having the classic features of chron- 
ic prostatitis, with the background 
of some form of sexual irregularity. 

Acute prostatitis is apt to give a 
history of abrupt onset of frequency, 
urgency and dysuria, terminal he- 
maturia, chills and fever, with or 
without prodromal urethral dis- 
charge. Rectal examination reveals 
very tender, boggy, or tensely swol- 
len prostate, enlarged at times to the 
point of rectal obstruction. There is 
pyuria and microscopic hematuria. 
Acute retention is a complicating 
factor in 10% of the cases. No pro- 
tatic smear is to be made while the 
acute inflammation process lasts, 
nor any prostatic massage. 

In chronic prostatitis the history 
is of gradual or insidious onset of 
urethral discharge, frequency, ver- 
miculation, perineal pain, and low 
morning backache. The prostatic 
smear shows pus cells and 70% posi- 
tive Staphylococcus culture. A clou- 
dy voided urine shows variable 
amounts of pyuria and microscopic 
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hematuria. The prostatic smear re- 
veals a lack or a marked reduction 
of the normally-occurring lecithin 
and corpora amalycea. The two- 
glass test will usually show shreds 
in the first glass, clearing in the 
second, indicative of a posterior ure- 
thritis as an accompaniment. 

Rectal examination reveals the 
loss of the normal semisolid, firm, 
normal consistency to that of the 
soft, cystic, slightly tender gland. 
There may be seminal vesicle en- 
largement. The cystoscope, a useful 
diagnostic tool in protracted cases, 
reveals posterior urethritis with di- 
lated prostatic ducts and verumon- 
tanitis. Commonly the posterior ure- 
thra shows considerable prostatic 
fluid expressed into the lumen of 
the scope. Many times massage will 
fail to obtain secretions, but mas- 
sage with immediate voiding will 
give a fairly accurate microscopic 
picture. 


In cases of prostatic congestion, a 
careful history is of great impor- 
tance, especially with regard to the 
sexual patterns and habits. Most 
cases reveal a change from what has 
been the usual sexual behavior. Ex- 
cessive masturbation, coitus inter- 
ruptus, prolongation of the sexual 
act, with satyromania, prolonged 
periods of sexual stimulation with- 
out gratification or enforced celi- 
bacy, are prominate in the history. 
There is ready admission of mental 
lassitude or increased irritability, 
loss of libido, premature ejaculation, 
impotence, etc. All of the salient 
features of a chronic prostatitis may 
be apparent, but the distinguishing 
features besides the history are the 
lack of a high pus count in the 
smear, lack of pyuria or hematuria, 
and the presence of a negative urine 
and the prostatic culture. The pros- 
tate has the feel of a chronic infec- 
tive prostatitis, usually soft and cys- 
tic, with varying degrees of tender- 
ness and with moderate enlarge- 
ment. 
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Many cases of prostatic dysfunc- 
tion become urologic emergencies 
requiring hospitalization, and an in- 
dwelling catheter. Heavy dosages of 
the antibiotics are indicated, prefer- 
ably IV during the acute phase, 
supplemented with IM injections. 
Bed rest with a bland diet and gen- 
eral symptomatic care are essential. 
The course is usually run in 7 to 
10 days; the acute symptoms are 
relieved almost immediately on in- 
sertion of catheter. Hot sitz baths 
aid in relieving the perineal pain. 

Complicating prostatic abscesses, 
epididymitis, urethral stricture and 
periurethral abscesses are uncom- 
mon. When the acute process has 
abated sufficiently, gentle massage 
is begun and continued for a few 
weeks when the patient is again 
ambulatory. The antibiotics are 
given orally for 3 or 4 weeks, in 
gradually decreasing dosages, in 
spite of negative urine cultures. 

In the treatment of chronic pros- 
tatitis, there is no substitute for the 
finger. Massage is a necessary treat- 
ment and one which gives the best 
result—not heavy, traumatic mas- 
sage which includes the stripping of 
the seminal vesicals with each treat- 
ment, but rather a firm, gentle mas- 
sage given twice weekly with regu- 
larity, using the figure-of-8 move- 
ment. Continue for 6 weeks, twice a 
week; then once a week, then every 
two weeks until the treatment is 
dropped. 

Occasionally, it is necessary, be- 
cause of persistent urethral dis- 
charge, to instill argyrol or silver 
nitrate for the distressing urethral 
symptoms. Posterior urethritis is 
stubborn in many cases and the pas- 
sage of sounds with mild irrigations 
has proven of benefit. Restriction of 
sexual intercourse, dietary restric- 
tion of citrus fruits, alcohol; and a 
heavy carbohydrate diet are help- 
ful. The maintenance of the urine 
well on the acid side helps relieve 
urinary symptoms. If there is a cop- 
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ious discharge with a positive cul- 
ture, in-vitro sensitivity tests aid in 
the selection of the antibiotic. The 
use of antibiotics and sulfonamides 
may alleviate the symptoms tem- 
porarily, but are not to exclude the 
use of massage and local treatment. 

Trichomonas urethritis and pros- 
tatitis are more common than ordi- 
narily considered in the male. Any 
stubborn, unresponsive urethral dis- 
charge should be investigated for 
these parasites. Careful scrutiny of 
more than one prostatic smear is 
necessary, often repeated examina- 
tions of the freshly collected ureth- 
ral discharge is indicated. The wife, 
(if any) has a gynecologic survey. 
The little success that has been at- 
tained with trichomonas urethritis 
and prostatitis has come with the 
use of Aureomycin orally, and silver 
nitrate posterior urethral instilla- 
tions or permanganate irrigations. 
Many patients with chronic prosta- 
titis who complain of a morning drip 
have become notorious “strippers” 
of the urethra, to see for themselves 
if the discharge increases from day 
to day. This practice irritates the 
already sensitive urethra. 

The treatment of the congested 
prostate is much the same as that 
of chronic prostatitis, with the im- 
portant adjunct of psychotherapy 
and an attempt to correct any un- 
usual sexual behavior. Antibiotics 
are of little value. Most attention is 
directed toward the _ re-establish- 
ment of what has previously been a 
normal sexual pattern. Many times 
this is all but impossible because 
of social conventions, moral stand- 
ards, religious principles, and other 
factors. In some cases psychiatric 
aid is to be sought. The best results 
are obtained by light gentle massage 
given at regular intervals with care- 
ful reassurance. The use of silver 
nitrate in the posterior urethra is 
beneficial. Hormones are seldom 
used. When deep psychic overlay is 
present, manifested by impotence, 
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premature ejaculation, and other 
emotional factors, then competent 
psychiatric aid is needed. These are 
most difficult cases at best, and the 
results under any treatment are dis- 
appointing. 


DISCUSSION 


The prevalence of prostatic dys- 
function in the young man is a 
subject of more than ordinary inter- 
est. It has been our feeling for a long 
time that the average case of pros- 
tatitis or congestion receives only 
the most cursory treatment, not 
through lack of knowledge by the 
average practitioner, but rather due 
to lack of appreciation of the im- 
portance of the symptoms. 

The vast majority of urethral dis- 
charges seen today are non-specific. 
Once the patient is assured that his 
condition is of a non-venereal na- 
ture, his symptoms begin to vanish. 
It is fundamental that candor and 
honesty replace any mysticism or 
humbug. A reasonable explanation 
to the patient is worth more than a 
perpetual aura of the supernatural. 
The patient with ulcer or hyperten- 
sion can understand his problem be- 
cause his physician explains and re- 
assures him—which is not often the 
case of prostatic dysfunction. It is 
this lack of explanation and assur- 


Incidence of Intestinal Side-Effects 
With Tetracycline 


Tetracyline is similar to Chlortet- 
racycline except for the absence of 
one chlorine atom. Animal and hu- 
man studies have shown it to have 
about the same broad range of effec- 
tiveness as Chlortetracycline and 
Oxytetracycline. 


384 CLINICAL 


MEDICINE, 


ance which leaves the patient with 
prostatic dysfunction with the im- 
pression that his symptoms are 
neither important nor explainable. 

The cautioning of the patient that 
prostatic dysfunction may not be 
cured, and that recurrence is the 
rule, will prepare him, and no loss 
of confidence will result if more 
treatments at a subsequent time be- 
come necessary. Telling the patient 
that he has a minor problem and a 
“few” massages will cure him makes 
for poor patient-doctor relationship. 
To the patient his problems concern- 
ing prostatic dysfunction are real. 
They present symptoms in areas of 
the body in which most young men 
have more than a passing interest. 

To those who decry prostatic mas- 
sage, it may be said that, while 
some of the methods employed in 
the treatment of prostatic dysfunc- 
tion are difficult to substantiate on 
sound physiologic grounds, the clin- 
ical results more than vindicate its 
use. Our plea is for a better under- 
standing of the patient with pros- 
tatic dysfunction, and a more con- 
scientious approach to the treat- 
ment, keeping in mind that his prob- 
lem usually has more than a physi- 
cal component, and that, with a 
combined approach, the welfare of 
the patient is better served. 


Of the total of 372 cases, there 
have been 14 of moderate or slight 
looseness of stools, but only one 
frank diarrhea. There have been 6 
reports of nausea, 3 of anal pruritus, 
and 1 questionably slight rash. 

G. E. Gates, J. Indiana M. A., 47:1101, 1954. 
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ORIGINAL ARTICLE 


Atabrin in the Treatment of Trichomonas 
Infestation of the Prostate 


Trichomonas infestation in the male is 
more common than suspected and may be an important 
cause of refractory cases in the female 





JOHN M. HAMMER, M.D., ALBERT DeGROAT, M.D., 
JOHN R. MacGREGOR, M.D., Kalamazoo, Michigan 


Trichomonas vaginalis was first 
described by Donne in 1837; in 1883 
Kunstler reported the first case of 
Trichomonas infestation in the male. 
In 1940 Trussell and Kloss found 
trichomonads in 9 out of 29 normal 
women; 5 of these developed clin- 
ical bubbly Trichomonas vaginitis. 

Lanceley reported recently that 
3 of 5 male volunteers inoculated 
per urethram with Trichomonas va- 
ginalis developed urethritis, 2 of 
these 3 prostatitis also. Once the 
organism becomes established in 
the male genital tract it is eradicated 
with difficulty. Until recently all at- 
tention was directed toward elimi- 
nating the organism from the fe- 
male genital tract, probably because 
of the lower reported incidence in 
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males. However, Drummond recent- 
ly reported 80% of the husbands of 
infected women harbor trichomo- 
nads, Roth a 4% incidence in white 
males and a 28% incidence in col- 
ored males. Attention has been 
focused gradually on the male as a 
reservoir of infection, and it is be- 
ing recognized that refractory cases 
in women are probably reinfections 
from the male. 

Of the recent drugs, carbarson, 
acetarsone and picric acid are re- 
ported effective in the female, and 
many drugs have been reported as 
useful in the treatment of tricho- 
monad infestation in the male. We 
have found the antibiotics, sulfas, 
and calcium mandelates of no value 
in eradicating trichomonads lodged 
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in the prostate. Glen has had en- 
couraging results from saturated so- 
lution of potassium iodide for a two- 
week period. Hosoya has developed 
an extract of trichomonads, Tricho- 
mycin, which he reports as showing 
a trichomonacidal and trichomona- 
dostatic action, in vitro and in vivo, 
in experimental mouse peritonitis. 
After successfully eliminating tri- 
chomonad infestation in the prostate 
of 4 male patients with atabrin, we 
consider it the drug of choice. 


SYMPTOMATOLOGY 


Trichomonas infestation in the 
male ascends the urinary tract, 
probably during sexual contact. 
There may be no symptoms or they 
may vary from a slight burning on 
urination and a morning drop, to 
a purulent urethral discharge and 
a chronic low backache. 


Apparently trichomonad infesta- 
tion in the male is more common 
than has been suspected. In 1944 
Field reported that of 926 draftees 
examined, 5% showed trichomo- 
nads; while in a similar series on 
men with nonspecific urethritis, 
36.9% of the patients examined 
showed trichomonads. The symp- 
toms were very slight, consisting of 
an occasional morning drop, burn- 
ing on urination, and an occasional 
backache. 

All of our patients had had back- 
ache for periods of several years; 
all had morning drop, unnoticed un- 
til they were asked to look for it. 
Two of the men had been treated 
previously for nonspecific urethritis. 


DIAGNOSIS 


The vast majority of infections 
caused by Trichomonas vaginalis, 
in male and female, may be made 
in the office by examination of the 
fresh wet preparation. The prepara- 
tion of the urinary sediment, vaginal 
secretions, or specimens obtained by 
prostatic massage should be exam- 
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ined immediately under a cover-slip, 
with the high-power objective and 
with reduced light. By patient 
search the organism can be located 
among the epithelial cells and leu- 
kocytes by the disturbance caused 
by the ciliary activity. Under high 
power the organism can be identi- 
fied by its pear shape and three or 
four terminal flagellae. When the 
organisms are not numerous several 
examinations, well spaced, may be 
necessary. 


The specimen must be examined 
at once. In the case of prostatic 
fluid, it is of particular importance 
that a cover slip be used and that 
the preparation be examined under 
high power. The trichomonads in 
prostatic fluid are not as active as 
they are in urine or in a urethral 
discharge and can be easily missed 
under low power. Trichomonads are 
readily visible by dark-field exam- 
ination. It is possible to culture tri- 
chomonads on special media, such 
as Beck’s or Hogue’s. However, cul- 
ture of the trichomonads is not nec- 
essary in office practice. 


TREATMENT 


In treating trichomoniasis in the 
male, we have tried all the popular 
agents. Atabrin has been the only 
treatment which has proved success- 
ful. We gave 0.2 gm. atabrin, q.id., 
for a week; then the prostate was 
massaged, the prostatic fluid exam- 
ined for trichomonads, and the treat- 
ment repeated if the organisms were 
still present. In all of our cases, no 
trichomonads remained at the end 
of three courses of atabrin therapy. 


In any refractory case of Tricho- 
monas infestation in the female the 
male sex partner should be exam- 
ined. Unsuspected trichomoniasis in 
the male may be the cause of refrac- 
tive cases in the female and, con- 
versely, the male may continue to 
be infected from the female. The 
only satisfactory treatment can be 
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obtained when both the male and 
female are treated at the same time. 


CONCLUSIONS 


1. Trichomonas infestation in the 
male is more common than is sus- 
pected and is probably an important 
cause of refractory cases in the fe- 


Dietary Protein in the 
Genesis of Hepatic Coma 


The cases of 3 patients with severe 
liver disease who showed an intoler- 
ance to dietary protein are de- 
scribed. One patient in particular 
had signs of impending coma on 3 
occasions when the dietary protein 
was raised from 50 gm. to 75 gm. 
daily; each time, protein restriction 
resulted in remission of the signs. 








Copyright 1955 Paraderm Laboratories, tne: 
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male. 

2. Trichomonas infestation in the 
male may not be diagnosed unless 
the specimens are examined care- 
fully under the proper conditions. 

3. Four cases of Trichomonas in- 
festation in the male responded to 
atabrin therapy within three weeks. 


Protein withdrawal may contrib- 
ute to the occasional remission of 
the patient with hepatic coma. 

The tolerance for protein must be 
evaluated for each patient with se- 
vere liver disease and a high-protein 
intake forbidden for patients with 
impending or deep coma. 


Robert Schwartz, et al., New England J. Med., 251: 
685, 1954. 
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BREAK THE 
VICIOUS CIRCLE 


with 


CAUSALIN — 


A newly improved anti- 
rheumatic — especially indi- 
cated for arthritis — which 
stops the syndromic merry-go- 
round of “pain-immobility- 

















spasm-pain.”’' 
poo ee FOUR REASONS WHY CAUSALIN IS SUPERIOR 
@?. CAUSALIN contains Salicylamide (300 mg.)*, an effective antipyretic? with 
pees a analgesic potency reported to be much greater than that of aspirin and the 
other salicylates 3, 4, 5, 6, 7. It is also “considerably less toxic’ 4, 8. 
h 
Rey TTT, a 
i 2 A CAUSALIN contains Mephenesin (150 mg.)* a powerful antl-spasmodic.9 
i Lt 7 
eS . i 
ery CAUSALIN contains Calcium Paraminobenzoate (50 mg.)* which, In synergic 
' 3 ’ union with salicylamide, results in the increased blood concentrations of 
ico oe” each.10, 11, 12, 18. 
x 
co Pa CAUSALIN contains Ascorbic Acid (50 mg.)* which compensates for 
: 4 two separate losses of Vitamin C—that resulting from rheumatism, 
an —— 


Itself, and that from salicyl-administration.14 





*per tablet 
THE MEDICAL VERDICT 
(on CAUSALIN’'S key elements) 


(A) Non toxic Mephenesin has “an unusual ability to relax skeletal muscle . . . in spasm’”15.16. 
promotes “euphoria” and “freedom from nervousness and tension.” 17. 18, 





(B) “(Salicylamide) has an anti-rheumatic, analgesic and antipyretic effectiveness... . hardly 
approached by the other salicylic acid compounds.” (For similar evaluations see 4 7.19, 20, 
INDICATIONS: Rheumatoid arthritis, osteo-arthritis, rheumatic fever and related disorders. 


DOSAGE: For adults and children over 6 years of age: 2 CAUSALIN tablets every 4 hours until pain is 
relieved. Then 1 tablet every 4 hours. 


For small children: 4% to 1 tablet in milk every 3 or 4 hours. Then reduce gradually to 42 tablet 3 times daily. 
CAUSALIN tablets are available in bottles of 50, 100, 500 and 1000. 


Samples and references mailed on request. 





ORIGINAL ARTICLE 


Is Elective Induction of Labor Suitable for 


General Practice? 


A favorable cervix and conscientious 
care are essential for successful and safe 
elective induction in most practices 





R. NED WHITE, M.D., F.A.C\S., Springfield, Missouri 


Has elective induction of labor 
been proven safe and practical for 
the General Practitioner to use 
when the occasion arises? My feel- 
ing is that a conscientious practi- 
tioner may well utilize this valuable 
adjunct in his obstetrical practice. 

During the past 5 years I have 
used the procedure in over 500 pri- 
vate patients, in hospitals where 
there are no Interns or House Offi- 
cers, and have proven to my own 
satisfaction that with reasonable 
precaution, and with a _ capable 
nursing staff it may be applied in 
most practices. I like to consider its 
use in the same way as I do the use 
of the surgical scalpel, obstetrical 
forceps and hypodermic syringe. 
Any of these can certainly be used 
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wrongly, but who would give it up 
because of the wrong use at times. 

Naturally it will be used for some 
toxemia patients, and for some other 
medical conditions. I use it in multi- 
para who live some distance from 
the hospital, or for those who have 
had extremely short labors previ- 
ously. I use it on some patients who 
find it difficult to arrange their home 
situations in regards to their other 
children, or whose husbands can 
only be home on certain dates. 

The one secret of the whole pro- 
cedure is to select only those pa- 
tients who have a favorable cervix. 
Regardless of the menstrual history, 
I believe I can tell more about the 
real date by the feel of the cervix. 
I do a vaginal with a sterile glove 
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during the last month or two weeks. 
If the cervix will not easily admit 
one finger, induction may be slow. 
This is particularly true in a primi- 
para. The presenting part should be 
engaged to prevent prolapse of the 
cord. Many teach that, past a grav- 
ida IV, induction is not wise; but I 
have not found any difference, and 
often these multi para deserve in- 
duction more than others. 

Each doctor will eventually work 
out a technique adapted to his own 
hospital and practice. The following 
is the routine I have found best. The 
patient enters the hospital at 8:00 
A.M. without breakfast. Labor starts 
with the beginning of the day, which 
for the patient is the ideal time. The 
objection is that the majority of de- 
liveries will occur during office 
hours. Some prefer to send patients 
in in the late afternoon and deliver 
at night. 


The patient is prepared and giv- 
en an enema, then 3 gr. of seconal, 
and an injection of 75-100 mg. dem- 
erol and 1/150 gr. scopolamine is 
given. When she begins to relax a 
sterile vaginal is done and the mem- 
branes ruptured. I use an Iowa for- 
ceps, which is a uterine dressing 
forcep with an Allis end. Next an 
infusion is started of 500 cc. 5% 
dextrose in water with one ampoule 
of pitocin. This is allowed to drop 
20 to 30 drops per minute. If strong 
contractions start immediately a 
very slow rate is used. It should 
never be allowed to run any faster, 
even if the patient is not having 
hard contractions. 

Once labor is started, as evi- 
denced by changes in the cervix, 
one could discontinue the infusion. 
I usually continue on with it unless 
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the patient is having very hard 
pains. The patient may need fur- 
ther medication of 75-100 mg. dem- 
erol and 1/200 scopolamine. 

In my series I found the follow- 
ing facts: The average length of 
labor (from time of rupture of 
membranes) for multipara was 4 
hours and 12 minutes, for primipara 
6 hours and 50 minutes. The short- 
est labor was 30 minutes. The fetal 
loss was 1.1%. This included still- 
borns and all babies that died in 
the first month. There were 1.5% 
of what I considered poor results— 
those who failed to deliver in the 
first 24 hours. These all delivered 
and were in-patients who had a 
firm unfavorable cervix. 

You must have an intelligent 
nursing staff who will keep the pa- 
tient under constant surveillance. 

In some areas you may find a 
strong resistance against induction 
by the family of your patient. They 
feel you shouldn’t go “against na- 
ture.” One must remember that, if 
he has induced labor in a patient 
and there are any unfavorable re- 
sults, the family blames it on the 
induction. Unless it is an absolute 
necessity, I do not like to induce la- 
bor if there is any doubt in the pa- 
tient’s mind as to its advisability. 
CONCLUSIONS: 


1. Elective induction is a worthwhile 
and safe obstetric technique if, 
(a) patients are chosen when the 
cervix is favorable. (b) if one 
uses it with the same care as he 
does his forceps. 

2. Induction can be meddlesome in- 
tervention, or it may be a valu- 
able procedure. Its dangers lie in 
the doctor who does not use it 
with care. 
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“Smoothage-Bulk” 
Restores Normal Peristalsis 


lloras! peristaltic movements 
of the bowel depend on the con- 
sistency and quantity of the 
material within the lumen. In 
constipation, hypohydration ac- 
counts for the hard consistency 
and inadequate quantity of the 


fecal mass. With Metamucil, stool 
quality becomes soft and plastic, 
while stool quantity is increased to 
produce gentle distention, the 
natural stimulus to peristalsis. 
Metamucil is the highly refined 
mucilloid of Plantago ovata(50%), 
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Food Breakdown 


Spiral Propulsion 


Pyloric Dilation 


Rapid: Slow Peristalsis 


Duodenal Churning 





Kneading Action 




















METAMUCIL” IN BOWEL MANAGEMENT 


The gentle distention of the bowel wall 
provided by Metamucil® is physiologically 


corrective in constipation management. 


a seed of the psyllium group, com- 
bined with dextrose (50%) as a 
dispersing agent. 

The usual adult dose is one 
rounded teaspoonful of Metamu- 
cil powder in a glass of cool water, 
milk or fruit juice, one to three 
times daily. An additional glass of 


liquid may be taken if indicated. 

Metamucil is supplied in con- 
tainers of 1, % and \% pound. It 
is accepted by the Council on 
Pharmacy and Chemistry of the 
American Medical Association. 
G. D. Searle & Co., Research in 
the Service of Medicine. 
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A pure crystalline alkaloid of rauwolfia root 
first identified, purified and introduced by CIBA 


In anxiety, tension, nervousness and mild to severe neu- 
roses—as well as in hypertension—SERPASIL provides 
a nonsoporific tranquilizing effect and a sense of well- 
being. Tablets, 0.25 mg. (scored) and 0.1 mg. 
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Complications of the Use of Antimicrobial 


Drugs 


Superinfection, hypersensitivity and 
neurotoxic reactions are the basic reactions most 
easily confused with signs of infection 


RALPH TOMPSETT, M.D., New York, New York 


This report is not intended to 
stress the most frequent or most im- 
portant of these complications; rath- 
er it is to call attention to certain 
general types of drug reactions, in 
particular those which may be con- 
fused with signs of infection. 

The most important of the toxic 
reactions in terms of frequency are 
hypersensitivity reactions. The most 
common offender is penicillin. The 
mildest type is a variety of minor 
skin eruptions. Others include urti- 
caria, lesions resembling erythema 
nodosum, and others including ex- 
foliative dermatitis. 

A common reaction is “serum 
sickness,” 4 to 10 days after the in- 
itiation of penicillin—symptoms ur- 
ticaria, joint pain with fever, leuko- 


cytosis and eosinophilia. This type is 
to be distinguished from anaphylac- 
tic reaction, which is much more 
rapid in onset and may terminate 
fatally. 

Two general types of drug fever 
have occurred with penicillin: (1) 
The fever develops in the 4th to 10th 
day and continued drug administra- 
tion causes increasing fever with 
few other ill effects. This may be 
leukocytosis with or without eosi- 
nophilia. This is uncommon and may 
be confusing. Continuing or recur- 
ring infection may be suspected. A 
simple expedient is stopping the 
drug and using another. (2) Drug 
fever with large doses of penicillin 
intramuscularly. This type is per- 
sistent, low-grade, and most common 
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in patients given 10,000,000 units a 
day. It is alleviated promptly by 
stopping the drug. 

Perhaps most important is the pre- 
vention of sensitization of patients 
by never using penicillin for minor 
infections, such as common upper 
respiratory infections. Each patient 
should be questioned if he has taken 
penicillin; as to history of personal 
or family allergy—if positive pro- 
ceed with caution. If there were pre- 
vious reactions to penicillin or a 
family or personal history of allergy 
make scratch skin test. If this is 
negative, make intracutaneous test 
with penicillin. Delayed reactions to 
the intracutaneous test are of little 
value. 

Dangers of penicillin must be 
weighed against gravity of infection 
and whether another drug can be 
suitably used. There is no way of 
estimating the duration of sensi- 
tivity. 

A patient sensitive to penicillin 
G may not be sensitive to penicillin 
O. Sensitivity to streptomycin is 
common. In these patients it has 
thus far been possible to continue 
therapy with dihydrostreptomycin 
without this reaction. 

Both streptomycin and dihydro- 
streptomycin can produce important 
neurotoxic reactions, e.g. (1) vesti- 
bular, or (2) deafness due to 8th 
nerve damage. Gram for gram, di- 
hydrostreptomycin is less likely to 
cause damage to the vestibular ap- 
paratus, streptomycin is less likely 
to cause deafness. 


Chloramphenicol and tetracycline 
have seldom caused hypersensitivity 
reaction. Gastrointestinal disturb- 
ances occur in some who have re- 
ceived these drugs. These are less 
likely to produce gastrointestinal re- 
actions than are the other two of 
the broad-spectrum drugs. In some 
instances the avoidance of nausea, 
vomiting and diarrhea, which can 
frequently be done by the adminis- 
tration of chloramphenicol, should 
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take precedence over the small risk 
of aplastic anemia. If tetracycline 
bears out its initial promise of lack 
of toxicity, the use of this drug may 
prove the solution of this problem. 


In addition to toxic reactions, 
there are examples of “superinfec- 
tion,” manifested chiefly by develop- 
ment of pharyngitis, stomatitis, proc- 
titis, and vaginitis. When the drug is 
discontinued, there is seldom diffi- 
culty in reversing the process. 


Staphylococcal superinfections fol- 
lowing the use of the broad-spec- 
trum drugs, and a few the combined 
use of penicillin and streptomycin, 
are rare. Acute fulminating entero- 
colitis may cause fluid loss and a 
shock-like state. Therapy with ery- 
thromycin has been reported suc- 
cessful in terminating the symptoms 
so produced. 


SUPERINFECTION 


Common examples in everyday 
practice of what is frequently re- 
garded as a superinfection is that 
which occurs in the presence of an 
infection in an area in which some 
anatomic abnormality exists—in the 
GI tract, in the lung. Frequently in 
urinary-tract obstruction and infec- 
tion, after alleviation of symptoms, 
clearing of urine for a time, there 
is a return of symptoms with infec- 
tion by another microorganism resis- 
tant to the drug being given. With 
the multiplicity of agents now avail- 
able it is possible to do this a num- 
ber of times, frequently one can 
choose another effective drug. Ob- 
viously one should correct the ana- 


tomic abnormality as soon as pos- 
sible. 


Similarly in the lung, abnormali- 
ties such as bronchiectasis, may 
make treatment difficult and pro- 
longed. Finally, an important harm 
of antimicrobial drugs is that of 
masking of signs and symptoms, by 
supression of all or most of the clin- 
ical manifestations of infection with- 
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out producing a cure, e.g. in bacter- 
ial endocarditis. It is becoming in- 
creasingly clear that in the average 
case of bacterial endocarditis caused 
by Streptococcus viridans, although 
a cure is possible with one of the 
broad-spectrum drugs, it is not near- 
ly so likely as with the proper ther- 
apy with penicillin. 

It is possible to make the blood 
cultures negative and so make it 
more difficult to establish a diag- 
nosis. Also, in a case of localized 


Clinical Studies With a 
Modified Cod Liver Oil Lotion 


The results in 200 cases of com- 
mon dermatitis with a bland, non- 
sensitizing lotion* containing only 
the most basic ingredients such as 
zinc oxide, lime water, magnesium 
carbonate, glycerin, cod liver oil, 
etc., are presented. The presently 
used lotion also contains some per- 
fume, emulsifying and bacteriostatic 
agents, and an antioxidant, propyl 
gallate. None of these proved sensi- 


infection with suppuration, antimi- 
crobial therapy may suppress the 
signs and make their clinical mani- 
festations slow to appear and diffi- 
cult to recognize, e.g., possible for 
large abscesses to form within the 
abdomen, with no signs of peritoneal 
irritation or any conspicuous fever 
or leukocytosis. Such abscesses have 
been observed after diverticulitis, 
unrecognized acute appendicitis, or 
various surgical procedures. 


New York State J. Med., 55: 49, 1955. 


tizing. How satisfactory this simple 
lotion was can be seen from the fol- 
lowing cases. 


The results were as uniformly free 
from adverse side reactions as they 
were effective. 


Favorable response in neuroderm- 
atitis was obtained by the use of the 
lotion plus 1% to 3% liquor carbonis 
detergens. 


greatly entirely aggra- 

improved improved cleared vated 
Exudative eczema .................. 10 28 12 1 
Dermatitis medicamentosa .......... 1 12 3 0 
Dermatitis venenata ................ 2 40 51 1 
EE eS aaa e taigauty os eee 3 2 3 0 
re 3 2 3 0 
ek ce web kee Ws 1 6 0 
nc aka wks Sa ou wes 2 3 0 
Hemostatic eczema ................. 1 4 0 
re reer 1 3 2 0 





*Desitin® M. H. Holland, J. M. Soc. New Jersey, 51:361, 1954. 


CLINICAL MEDICINE, April, 1955 397 












Headache is typical of the many 
distressing but ill-defined symptoms of 
estrogen deficiency which may occur long before 





or after cessation of menstruation. A 
“Premarin”® (conjugated estrogens, equine) is an excellent 
preparation for effective replacement therapy. Ss 
'; 


Ayerst Laboratories 
New York, N. Y. * Montreal, Canada 
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Prevention of Major Complications During 


Anesthesia 


An accurate and early recognition of 
minor complications is the best prevention 
of development of major complications 


J. W. PENDER, M.D., Rochester, Minnesota 


The three requisites are: aware- 
ness of changes in the patient, early 
diagnosis of changes, and early 
treatment of minor complications. 
Man is aware of his environment 
through his five senses. To be con- 
stantly cognizant of the condition of 
the patient, an arm’s length is the 
maximal distance that should separ- 
ate the two. 

Hypoxia is the greatest threat to 
the safety of most patients. The 
acute severe form attracts the at- 
tention of the surgical team as well 
as the anesthetist. Chronic hypoxia 
of a slight but dangerous degree may 
be insidious. Too frequently the his- 
tory after cardiac arrest is: “The 
patient was just fine and everything 
was going nicely when all of a sud- 
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den the heart stopped.” At necropsy 
no cause of death can be found and 
a diagnosis of “vagovagal” reflex 
may or may not be correct. The ar- 
rest may be the climax to a slow 
decrease in the ability of the heart 
to compensate for stress. If the an- 
esthetist had become aware mea- 
sures could have been taken and 
arrest avoided. 

Some part of the patient’s skin or 
nails should be exposed in good 
light, so that the color can be ob- 
served. I like to have my hand on 
the patient, where I can feel the 
respiratory motion, even when I can 
clearly see the motion of the breath- 
ing bag. If the respiratory passages 
become partly obstructed, I may be 
warned by a third sense — hearing. 


April, 1955 399 





A finger kept in the vicinity of an 
artery, a subconscious contact can 
be maintained with the circulatory 
system and its efficiency. Any sud- 
den change in the rate and rhythm 
of the pulse will have an effect sim- 
ilar to the sudden stopping of a 
ticking clock in a quiet room. Re- 
cording of blood pressure and pulse 
rate at frequent intervals (every 5 
min.) is indispensable, but at best 
it is an intermittent method. There 
is much room for improvement by 
the development of more attentive 
habits by anesthetists. 

Suppose the blood pressure of the 
patient decreases. The anesthetist all 
too frequently can make no more 
than a provisional diagnosis. The 
early and accurate diagnosis of mi- 
nor complications and their effec- 
tive treatment is the only way of 
preventing major complications. 


Several times every month each 


of us is jolted by the sudden inabil- 
ity to get a b.p. reading or feel a 
pulse, only to find that some me- 
chanical defect has developed in our 
apparatus or that the arm has been 
put in such a position that the cir- 
culation has been impeded. The rais- 
ing of an alarm the instant that we 
suspect cardiac arrest only to admit 
a mistake within a few moments 
several times a month will cause 
the surgical team to lose fatih in us. 
If the thorax or abdomen is open, 
the surgeon may be asked to palpate 
the heart or great vessels. Future 
progress in overcoming bad results 
of cardiac arrest is likely to come 
from the development of better 
methods for making an early and 
certain diagnosis of the complica- 
tion. 


Minnesota Med., 37:426, 1954 
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CURRENT LITERATURE 


A Quick and Simple Method For Blood-Sugar 


Estimation 


Little apparatus or technical skill is required for 
this method which has produced results which are in good 
agreement with those obtained from standard methods 


J. LEE, M.B., B.S., M.R.C.P., London, England 


Apparatus required: (1) Test- 
tubes. It is essential that the tube 
used for color development should 
be of standard bore: external diam- 
eter 0.95 cm.; internal diameter 0.8 
em. A convenient length is 7.5 cm. 
The tube is graduated at intervals of 
0.2 ml. to the 2 ml. mark. (2) Pip- 
ettes, 0.2 ml. and 1 ml. (3) Filter 
funnel, 2.5 cm. diameter. (4) Filter 
paper: Whatman No. 1, 4.25 cm. 
diameter. (5) Pasteur pipette. (6) 
A set of artificial color standards cal- 
ibrated to give values corresponding 
to those given by the Folin-Wu 
blood-sugar method. 

Reagents required: (1) 1.75% 3:5 
dinitrosalicylic acid solution in wa- 
ter. If the acid crystallizes out on 
standing, the crystals will dissolve 


on gently warming the solution. (2) 
Alkaline reagent: 13.8 phenol and 
13.8 sodium bisulphite (NaHSO,) 
are dissolved in 350 ml. 10% NaOH 
and added to a solution of 510 g. 
Rochelle salt in 880 ml. of water. The 
alkaline reagent is stable for 9 
months. 

Procedure: 0.2 ml of capillary 
blood is pipetted into 1 ml. of dini- 
trosalicylic acid solution contained 
in a test-tube. (If a 1-ml. pipette is 
not available one of the graduated 
test-tubes can be used for measuring 
the dinitrosalicylic acid solution, but 
some accuracy will thus be sacri- 
ficed.) 

The comparison is best made with 
the test and standards about 4 
inches (10 cm.) from a 60-watt bulb. 
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The capacity of the tube is such that 
its graduated section also allows for 
any reasonable dilution with water 
necessary to bring the very high 
blood - sugar colors within the 
range of the standards, in which 
case a factor would have to be ap- 
plied to the answer. 


RESULTS 


Blood sugars of 204 diabetics at- 
tending the Out-patients’ Depart- 
ment of King’s College Hospital 
were estimated by the Folin-Wu 
method and by the dinitrosalicylic 


An Improved Procedure for Pleural 
Fluid Aspiration in the Acutely 
ill Patient 


The patient remains propped 
against the head rest of the bed; the 
skin area is prepared with a steri- 
lizing solution and draped with 
sterile towels. The chosen site is in- 
filtrated with 1% procaine; usual 
site of puncture is 2 intercostal 
spaces above the costophrenic sul- 
cus in the post. axil. line. A 14- 
gauge, thin-walled needle with a sol- 
id style is introduced into the pleur- 
al space, stylet withdrawn, and 6 
to 8 inches of the previously pre- 
pared tubing (6 feet in length) is 
threaded through the needle and 
advanced into the pleural space. The 
needle is then withdrawn and the 
skin puncture immediately sealed 
with adhesive tape. Caution must be 
taken never to withdraw the tubing 
while it is still in the lumen of the 
needle, lest the tubing be sheared 
off on the sharp needle point and 
drop into the pleural cavity. The 
plastic tubing has an inside diameter 
of 1.5 mm., is pliable, and will not 
traumatize the lung. 

The distal end of the tubing is 
threaded through a no. 9 rubber 
stopper through which 2 3-inch 
lengths of % inch glass tubing has 
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acid method. The two series of esti- 
mations were made in different lab- 
oratories. 

The method takes about 10 min- 
utes to complete and gives values in 
good agreement with those obtained 
by standard methods; little appara- 
tus or technical skill is required. It 
offers a quick and reliable way of 
estimating the blood sugar in hyper- 
glycemia and hypoglycemia. Thus 
the method should be of value both 
as a ward test and as a simple aid 
to the G.P. in the management of 
patients with diabetes mellitus. 


British M. J. 4896:1087, 1954. 


been placed. The stopper fits into a 
2,000-ml. flask. The tubing should 
be of sufficient length to reach to 
the bottom of the flask. It is sealed 
with adhesive tape or paraffin to 
the glass tubing to make the connec- 
tion airtight. Lowering the flask to 
the floor causes the flow of pleural 
fluid to commence promptly. If a 
greater negative pressure is needed 
than that afforded by gravity, the 
second glass tube which acts as a 
vent for the displaced air from the 
flask may be attached to a suction 
apparatus. 

Three or 4 small holes are cut in 
the proximal end of the plastic tube 
to facilitate fluid drainage. The plas- 
tic tubing tends to become brittle 
after repeated autoclaving, so we 
keep a supply of prepared lengths of 
tubing in Zephiran chloride sol. The 
tubing is rinsed in sterile distilled 
water or normal saline prior to its 
use. 

Once the tubing is in place and 
fixed to the chest wall, the patient 
rests comfortably. The tube may be 
kept in place for several days. 


Murray Kaslow, M.D., et al, New York State J. 
Med. 54:1347, 1954. 
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Block Pain by Injections of Pontocaine 


A less toxic and more effective drug 
is a valuable treatment for blocking pain and 
helps promote freedom from disability 





C. MACK BROWN, M.D., Tampa, Florida 


Blocking of the pain early in 
herpes zoster, is highly effective, 
specific therapy. The involved pos- 
terior root ganglia are injected with 
Pontocaine within the first few days 
of the burning pain. 

One of the safest and most effec- 
tive drugs which I have been using 
daily for 8 years is Pontocaine 
(0.15%). This drug is less toxic and 
more effective than procaine when 
used in correct doses. 

Almost never do I employ oily or 
otherwise irritating solutions, ex- 
cept for absolute ethyl alcohol in 
l-cc. amounts for the extreme pain 
of cancer, advanced tuberculosis, tic 
douloureux and intractable angina 
pectoris. 

Bilateral superior laryngeal nerve 
block is indicated in persistent 
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laryngeal pain, whether due to tub- 
erculosis, cancer, or other cause. 
Swallowing becomes comfortable 
again. 

Tic douloureux may be relieved by 
blocking the trigeminal nerve or its 
involved branches. When facial pain 
has its origin in the occiput or upper 
cervical region, cervical somatic 
nerve block is indicated. Patients 
with atypical facial pain have been 
relieved by a_ stellate-ganglion 
block. 

Bursitis and “frozen shoulder” are 
usually benefited by blocking the 
brachial plexus or the suprascapular 
nerve, the sensory pathway of the 
shoulder joint. Recovery in the more 
resistant cases may be obtained by 
persistent nerve blocks. With heat 
and massage there is encouragement 


1955 403 








>) The Best Tasting Aspirin <S) The Flavor Remaing Stable +S) Bottle of 24 tablets 15* 
you Can prescribe down to the last tablet (2s gts. each) 


We will be pleased to send samples on request 
THE BAYER COMPANY DIVISION of Sterling Drug Inc., 1450 Broadway, New York 18, N.Y. 





for active exercises under these an- 
algesic blocks. 


Suprascapular-nerve block is 
simple and effective, not used with 
the frequency that it merits. The 
suprascapular notch is as far be- 
hind the clavicle as the coracoid pro- 
cess is in front of it. Palpate your 
own coracoid process. 

Myalgias and postcoronary pains 
may be helped by infiltrating the 
tender areas with Pontocaine 
(0.15%). 

In blocking nerves for shoulder 
pain, hiccoughs, charleyhorse, tris- 
mus, torticollis, coccygodynia, scia- 
tica or any pain syndrome which 
might be indicative of chronic dis- 
ease of the nervous system, every 
effort should be made to get an ac- 
curate diagnosis first. 

In many cases of sciatica it has 
been found most effective to block 
the sciatic nerve and perform a 
caudal block, and sometimes to block 
the roots of the sciatic nerve as well. 

For phlebitis, vascular spasm from 
trauma, arterial embolism, post- 
traumatic dystrophy of fractured 
bones, and phantom-limb pain, a 
basic need is sympathetic ganglion 


Te 
whooping 


cough 
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block, epidural, subarachnoid or 
sometimes somatic nerve block. 

The severe pain of malignant dis- 
ease and some other debilitating 
syndromes may be relieved com- 
pletely with one or more subarach- 
noid alcohol blocks. 

Absolute ethyl alcohol is less than 
80% as heavy as spinal fluid. After 
adjusting the position so that the 
posterior roots (the involved spinal 
nerves mediating pain) are upper- 
most, 1 cc. of alcohol is injected 
slowly over a period of 10 min. For 
the pain of cancer felt above the 
clavicles specific block of the in- 
volved nerves is in order. If the 
cancer pain is relieved thus before 
narcotic addiction has occurred, the 
narcotics may be abandoned; soon 
eating, sleeping and living are grate- 
fully resumed. 

An old woman with Colles’ frac- 
ture still had pain and disability 6 
months later. Physiotherapy, gold 
injections, vitamin injections and 
psychiatric treatment all failed to re- 
lieve her misery. Several stellate 
ganglion blocks and reassurance 
brought her freedom from pain and 
disability. 


J. Florida M. A., 41:109, 1954 
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In an extensive clinical investigation 
conducted by five well qualified physi- 
cians, treatment with Cobaden, a 
unique combination of adenosine-5- 
monophosphate and cyanocobalamin, 
«|... was successful in terms of pain- 
relief, restored mobility and diminished 
swelling and tenderness in 66 of 70 
patients... with osteoarthritis, polyar- 
ticular pain, polyarthritis, tendinitis 
(bursitis), musculofasciitis, tenosynovitis, 
peripheral neuritis (sciatica) and dia- 
betic neuropathy.” ! 


1. De Lucia and Strosberg, Med. Times 82:1, 
p. 47. 1954. 
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CURRENT LITERATURE 


Abdominal Pain May Mean Pancreatitis 


Pancreatitis frequently causes acute and 
chronic abdominal pain; current diagnosis with 
laboratory confirmation is imperative 





R. M. ZOLLINGER, M.D., Columbus, Ohio 


The clinical picture of acute pan- 
creatitis is variable, often confusing, 
and the diagnosis cannot be estab- 
lished without laboratory confirma- 
tion. Pain is a constant complaint, 
mimicking many other lesions in the 
peritoneal cavity. Although the 
symptoms often suggest the diagno- 
sis it can be made only by the blood 
amylase test. Only by routine emer- 
gency use in patients with abdomi- 
nal pain does the physician appreci- 
ate the frequency of pancreatitis. It 
is as valuable as a white-cell count 
to patients with upper abdominal 
pain. Since early operation for acute 
pancreatitis contributes nothing and 
may add to the morbidity and mor- 
tality of the disease, current diagnos- 
is is imperative. Blood amylase lev- 
els usually remain elevated for only 
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2 or 3 days and are frequently not 
diagnostic by the third day. 

Lhe initial treatment should be 
conservative. First, to relieve pain, 
Demerol rather than morphine pro- 
duces less spasm of the sphincter of 
Oddi. Food is withheld, gastric suc- 
tion instituted immediately, and 
atropine, Banthine and Probanthine 
used. 

Whole-blood volume deficits have 
been found with regularity during 
acute attacks, despite a normal or 
elevated hematocrit, hemoglobin and 
red-cell examination. Fluids and 
electrolytes are necessary to correct 
dehydration. Human serum albumin, 
now available from the American 
Red Cross, is effective for augment- 
ing plasma proteins and circulating 
plasma volume and is free from the 


407 








for your tense peptic ulcer patients 





new 
ANTRENYL®-PHENOBARBITAL 


de presses... ... gastrointestinal motility 
... gastric acid secretion 


. . Nervousness and irritability so 
common in the ulcer diathesis 


SUPPLIED: Antrenyl-Phenobarbital Tab- 
lets (scored), each tablet containing 
5 mg. Antrenyl and 15 mg. pheno- 
barbital. 


Other forms: Tablets, 5 mg. Syrup, 
5 mg. per 4-ml. teaspoonful. Pedi- 
atric Drops, 1 mg. per drop. 





Antrenyl® bromide (oxyphenonium bromide CIBA) 












BIRTCHER 
ULTRASONIC 
THERAPY UNITS 


Now Type Approved By The 
Federal Communications Commission 


F. C. C. Number U-102 


For Detailed Information, write | 


BIRTCHER 


d., los angeles 32, calif. 


danger of hepatitis inherent in the 
use of plasma and whole blood— 
daily 300 to 500 cc. for at least 3 to 
5 days. Chlortetracycline and oxy- 
tetracycline are the antibiotics of 
choice since they are concentrated 
in bile. 

In 40% there is glycosuria or hy- 
perglycemia. In acute pancreatitis 
this may be transitory, in the chronic 
type destruction of pancreatic tissue 
may result in a true diabetes. In- 
sulin may be required. However, ex- 
cessive amounts may produce hypo- 
glycemia, resulting in increased se- 
cretion of free HCl, which in turn 
stimulates the pancreas. Overdose is 
to be rigidly avoided. 


Mistakes most frequently made 
are premature abandonment of gas- 
tric suction and failure to reestab- 
lish normal blood volumes. Oral 
feeding should be withheld for at 
least 48 h. after the subsidence of 
symptoms. After recovery from the 
acute episode the patient should be 
discharged, with instructions to con- 


The Depression of Respiration by 
The Opiates and Its Antagonism 
By Nalorphine 


All the effects of morphine are an- 
tagonized by nalorphine. The depres- 
sant effect on the respiration of a 
dog was shown to disappear in less 
than a minute. 

Methadone and its analogs, also 
pethidine and thiambutene share the 
actions of morphine and are antag- 
onized by nalorphine. 

Nalorphine 3 mg. reversed depres- 
sion caused by 50 mg. pethidine. 

(1) The treatment of opium poi- 
soning, including inadvertent over- 
doses to infants, cachectic and shock- 
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tinue antacids and to abstain from 
overeating. Coffee, alcohol and other 
agents known to stimulate gastric 
acid secretion are to be avoided. 
After following this regimen for 6 
weeks the patient should return for 
a cholecystogram and barium study 
for the upper gastrointestinal tract. 
If gallbladder disease is demon- 
strated by calculi in the acute attack, 
operation should be done shortly 
after patient has recovered, with 
careful exploration of the common 
duct. 

Few have succeeding attacks. In 
those few, medical management is 
usually futile, and surgical interven- 
tion must be considered. 

Pancreatitis is a frequent cause 
of both acute and chronic abdominal 
pain. 

Emergency blood amylase levels 
should be obtained in all cases with 
pain in the upper abdomen, “gall- 
bladder attacks,” injuries to the up- 
per abdomen and complications after 
operations on the upper abdomen. 
New England J. Med. 251:497, 19954. 


ed, and chronic bronchitic or emphy- 
sematous patients, who are particu- 
larly sensitive to opiates. 

(2) The treatment of addiction. 

(3) An aid in the diagnosis of a 
case of an acute abdominal condi- 
tion in which morphine ill-advisedly 
had been given. 

(4) Combined with the opiates in 
childbirth—to the mother before de- 
livery or to the infant after. 

(5) An aid to anesthesia, allowing 
the use of opiates more freely. 


R. I. Bodman, Proc. Roy. Soc. Med. 46:923, 1953. 
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CURRENT LITERATURE 


Management of Acute Myocardial Infarction 


Best results are produced by gradual ambulation 
after the prescribed period of bed rest, and medications 
including morphine, barbiturates and anticoagulants 





G. W. PEDIGO, JR., M.D., Louisville, Kentucky 


The patient is usually in severe 
pain, extremely apprehensive, which 
may cause vascular collapse with 
shock. Morphine should be used as 
needed for the first few days; as the 
pain disappears, barbiturates or 
chloral hydrate substituted to con- 
trol apprehension and restlessness. 
Oxygen is indicated for pain, dysp- 
nea or cyanosis, early and routinely. 

In the first 24 to 48 hours shock 
occurs in 10% of all cases and has a 
mortality rate of 80-90%. There may 
be simultaneous diminution of pe- 
ripheral blood flow and congestion 
of the pulmonary or systemic circu- 
lation. The rationale of the intra- 
venous administration of plasma, 
whole blood, or glucose, in many 
cases is dubious. 

Norepinephrine (Levophed) may 
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be given intravenously after dilut- 
ing 4 mg. of Levophed in 1000 cc. 
of 5% glucose in water, at the rate 
of 10 drops per minute. Check the 
blood pressure frequently; try to 
keep the systolic blood pressure at 
about 100. Intramuscular injection 
of 25 mg. mephentermine every 1 
to 2 hours may be needed to main- 
tain the blood pressure. 

Bed rest for 3 to 8 weeks depend- 
ing on the severity of the case is 
indicated. A bedside commode may 
be used after the first few days. An 
occasional patient will be more re- 
laxed, and will rest better, if al- 
lowed to sit quietly in a lounge chair 
part of the day. Gradual ambulation 
of the patient, after the prescribed 
period of bed rest, is important. An 
attempt is made to rehabilitate the 
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Case Report: M. S., a girl aged 8, was cov- 
ered from head to foot with psoriasis scales. 
Except for her face, there was not a spot on 
her body that was free from the disease. It 
began at the age of 7. 


Her classmates passed the word around 
that she had leprosy and shunned her. As a 
result, the child failed at school and developed 
neurotic symptoms. 


After two weeks’ treatment with RIASOL, 
there was great improvement. The cutaneous 
lesions were cleared completely in ten weeks. 
A four-year follow-up study showed no re- 
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al tiny spots which responded quickly to 
applications of RIASOL. 
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patient to his old job with a sensi- 
ble slowing of his pace. 


Anticoagulants correctly used fav- 
orably influence the death rate, and 
thromboembolic complications. 

Heparin intravenously, 50-75 mg. 
every 4 hours, until the action of Di- 
cumarol, started at the same time 
as heparin, is evident. Prothrombin 
time should be taken before the first 
dose of Dicumarol, and each suc- 
ceeding morning before the daily 
dose of Dicumarol is determined. 
Prothrombin time should be kept 
between 25-39 sec. 


Tromexan acts more quickly than 
Dicumarol and does not have as last- 
ing an effect. It is prone to cause 


Multiple Severe Traumatic Injuries 


An important factor often over- 
looked is the handling of the pa- 
tient at the scene of the accident. 
Police officers and all ambulance 
drivers and helpers should be tho- 
roughly trained in first-aid and han- 
dling of the injured. 

The emergency rooms of the hos- 
pitals should be staffed by compe- 
tent, well trained personnel and 
should be large enough and 
equipped to care for a number of 
patients at one time. Oxygen and 
plasma should be quickly available. 

On arrival at the emergency room, 
while on the ambulance stretcher, 
the blood pressure and pulse should 
be taken, evidence of intracranial 
injury looked for, and any massive 
bleeding stopped. 

With for shock whole blood is 
preferable and is obtained as quick- 
ly as possible, plasma and fluids be- 
ing given until blood is available. 
The patient should be covered with 
warm blankets anc hot water 
bottles applied. Unless some contra- 
indication exists, the foot of the 
stretcher is elevated. O, nasally is 
often beneficial. 
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rapid fluctuation in prothrombin lev- 
els, and is more expensive. 

Treatment of congestive heart fail- 
ure following a myocardial infarct 
is the same as under other circum- 
stances. Digitalis is in order if con- 
gestive heart failure, or auricular 
fibrillation with a rapid ventricular 
rate occurs. Quinidine in cardiac ir- 
ritability with many premature con- 
tractions, either auricular or ven- 
tricular. 

A low-sodium diet is prescribed 
if there is any evidence of congestive 
heart failure. A low calorie diet is 
indicated if the patient is over- 
weight. Weight is to be kept down. 
Tobacco is to be omitted. 

Kentucky M. J. 52:929, 1954. 


It is surprising in how many 
cases none of these measures 
has been instituted until the sur- 
geon arrives. Opiates should be used 
except when contraindicated by in- 
tracranial injury. The patient should 
not be moved from the stretcher un- 
til in fair condition. Often it is un- 
wise to attempt x-rays for several 
hours. If there is a serious chest in- 
jury, a portable x-ray may be used 
without moving the patient. Severe 
chest injuries with multiple rib frac- 
tures and crushing are very slow in 
responding to treatment for shock. 
It may require three or four pints 
of blood to elevate the blood pres- 
sure to a safe level. 

With the numerous antibiotics at 
our disposal now, it is much safer 
to delay surgery until the patient 
is out of shock and the b.p. at a sat- 
isfactory level. 

Compound wounds must be care- 
fully cleaned, all hair shaved away 
and the wound thoroughly 
scrubbed with septisol, sterile wa- 
ter and ether. 


C. T. Weston, The Recorder, Columbia, S. C., 17:6, 
1953. 
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Prolonged Labor 





CURRENT LITERATURE 


The causes of uterine inertia and the means 
for stimulating uterine contractions with precautions 
against infection are carefully investigated 





K. M. BEIERLEIN, M.D., Fort Wayne, Indiana 


Active labor for more than 24 
hours is prolonged forty-eight hours 
or more of mild and infrequent pains 
until near the end may constitute an 
easy birth. The incidence of pro- 
longed labor is 3 to 4%; 75% of 
cases with the first pregnancy. A 
common cause of uterine inertia is 
the premature administration of an- 
algesic drugs. At times prolongation 
of labor is attributed to a rigid cer- 
vix, it may be in an elderly primi- 
para with a fibrous cervix; but the 
fault usually lies in poor uterine 
contractions. 

There may be hard pains but no 
progress until the small cervical 
opening, usually found with difficul- 
ty on vaginal examination, is gently 
enlarged by pressure with the exam- 
ining finger. Incision of the cervix 
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is rarely necessary, and cesarean 
section will be infrequent, since with 
good judgment it will be done, when 
indicated, before the labor has be- 
come prolonged. 

Fetal dangers derive chiefly from 
anoxia and infectivun, and trauma in- 
cident to difficult delivery. 

When labor becomes unduly pro- 
tracted the parturient must be sus- 
tained and supported by one or more 
periods of rest, and adequate fluid 
and nourishment. Morphine or Dem- 
erol, alone or with a barbiturate or 
scopolamine, should be given in suf- 
ficient amount to provide complete 
rest for 8 hours in 24. Food is light 
and easily digestible. Glucose, intra- 
venously, provides a ready source 
of energy and may, by direct action 
on the uterine musculature, improve 
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the quality of the contractions. Fluid 
adequate to keep the urine acetone 
free should be given orally or paren- 
terally. Oral fluid or food should, 
of course, be withheld for 6 hours 
before delivery is anticipated if an 
inhalation anesthetic is to be used. 

Precautions against infection 
should be maintained, prophylactic 
antibiotic therapy given if section 
is a possibility. 

Distention of the bladder should 
not be allowed and the lower bowel 
should be cleared with a daily 
enema. 

With 5 cm. or more dilation and a 
bag of waters preventing contact 
with the cervix, rupture of the bag 
may stimulate pains. 

Means of stimulating uterine con- 
tractions—a warm soapsuds enema; 
posterior pituitary solution, judic- 
iously used, is less hazardous than 
the exhaustion, intrapartum infec- 
tion, and traumatic operative deliv- 
ery it is intended to prevent. Pitocin 
is preferable. The case must be one 
of true inertia—cervix 5 cm. or more 
dilated and a uterus which may eas- 
ily be indented at the height of a 
pain. The membranes should have 
been ruptured, since this may make 
the use of Pitocin unnecessary. 


; ’ 


There must be no mechanical ob- 
struction to easy delivery. Extreme 
caution must be used in patients 
of great parity and in those with 
overdistention of the uterus from 
any cause. 

The first dose should not exceed 
0.25 minim intramuscularly. If in 
30 minutes little effect, 0.5 minim, 
and then up to 1 minim, depending 
on results. No more than 6 injections 
should be given, no dose to exceed 
1 minim, and at least 30 minutes 
between injections. Ether should be 
at hand to control possible tetanic 
contraction of the uterus or tumult- 
uous pains. 

If no benefit results after 3 hours, 
Pitocin should be abandoned. In- 
cision of the cervix and forceps ex- 
traction may be done if the cervix 
is at least 6 cm. dilated and the head 
engaged. If the head is high, the cer- 
vix less than 6 cm. dilated, and 
the child alive, abdominal delivery 
should be carried out. 

In case of pelvic arrest, the labor 
should be terminated after no more 
than 2 hours of efficient second- 
stage pains. 

For the third stage preparation 
for treating atonic bleeding should 
be made. 

J. Indiana M. A. 47:1385, 1954. 





New Ointment For Prevention and 
Treatment of Poison Ivy and Oak 


Ziradryl Cream®* combines hy- 
drated zirconium carbonate with 
Benadryl hydrochloride in a water- 
miscible base. In one clinical study, 
47 patients were treated with this 
preparation for dermatitis following 
exposure to ivy poisoning. Within 
24 hours after beginning treatment, 
39 showed relief from the itching, 
and inflammation had subsided. Two 
physicians treated army personnel 
about to enter an area having a 
heavy growth of poison oak. 323 sol- 
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diers were instructed to apply the 
cream on exposed areas on entering 
the field, on arising daily and after 
washing. A second group of 228 used 
a placebo cream, and an additional 
335 received no medication. Of those 
treated with the zirconium-antihis- 
tamine cream, only 9.6% showed 
signs of dermatitis, while the inci- 
dence of poison oak in the other 
groups was 21.9% and 20.6%, re- 
spectively. 


*(Parke, Davis). 
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Digitalis Therapy 


CURRENT LITERATURE 


Toxic effects and digitalis intoxication 
may result from this treatment, but it remains 
the treatment of choice for many patients 


ORVILLE HORWITZ, M.D., Philadelphia, Pennsylvania 


In converting auricular fibrillation 
to normal sinus rhythm it is usually 
best to first digitalize the patient. A 
fair number of patients will revert 
to normal rhythm with this therapy. 
If fibrillation persists, digitalis is 
continued as a maintenance dose and 
quinidine is then given. In auricular 
flutter, digitalis is the treatment of 
choice, and it may need to be given 
in large amounts (0.4 to 0.6 Gm. of 
leaves daily, in divided dosage) for 
several days. Quinidine may be add- 
ed if this therapy fails to “break” the 
flutter or if auricular fibrilllation re- 
sults and persists. 

Toxic effects of digitalis are seen 
more frequently than in the past due 
in part to the widespread use of digi- 
toxin. This glycoside has a long la- 
tent period of dissipation so that 
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toxic effects are more common than 
with other preparations; the GI toxic 
manifestations are less marked or 
may appear insidiously. The present 
use of mercurial diuretics freely, 
and often to excess, accounts for tox- 
icity in many patients. Marked diu- 
resis may lead to the toxic effect of 
digitalis by causing chemical imbal- 
ance such as hypopotassemia, which 
in turn sensitizes both auricular and 
ventricular musculature. Recent 
studies suggest that this, rather than 
the mobilization of large amounts of 
edema fluid containing digitalis 
bodies, is the main factor. 

In congestive failure, rest, limita- 
tion of salt, and digitalization should 
be utilized first and mercurial ther- 
apy reserved for those patients who 
do not respond to these measures. 


417 








Particularly in Pediatrics 








Sithen Oral Medication is Difficult 


Busy mothers welcome your prescription of 
Numotizine for the many and varied condi- 
tions. to which the younger set is heir—such 
painful, sleep-interrupting conditions as— 


Sore throat, Tonsillitis,Pharyngitis, 
Inflammatory chest conditions, 


Sprains, Strains, Boils, Contusions 


—-proyides relief for eight hours or longer on 
a single application—permitting the child to 
sleep throughout the night. 


Employed adjunctively to the use of antibiotics 
and chemotherapeutic agents, Numotizine 
keeps the patient comfortable while the disease 
process is under attack. 


Numotizine combines decongestive and 
analgesic actions—reduces swelling, 
relieves pain, increases local circulation. 
Easy to apply and remove. 


Supplied: 4, 8, 15 and 30-oz. jars. 


HOBART LABORATORIES, Inc. 
Chicago 10, Illinois, U.S.A. 





For many patients receiving mercur- 
ials regularly the diuretic can be 


discontinued if more attention is 
paid to digitalis dosage and limita- 
tion of sodium. Excessive diuresis 
from mercurials is a frequent factor 
in digitalis toxicity, and an attempt 
to “wring out” the last ounce of 
edema fluid may bring blood sodium 
too low, cause azotemia, or other 
disturbances. A little edema of the 
ankles may be preferable to these. 
Many patients with cardiac failure 
eventually reach the stage where 
mercurial diuretics are necessary. 
If digitalis intoxication is suspect- 
ed, the digitalis should be stopped 
at once. If the condition has followed 
a marked diuresis, it is wise to give 
1 Gm. of potassium chloride in 4 oz. 
of orange juice every 4 hours as low 
K may be a factor in increased ir- 
ritability of the myocardium. With 
heart block, atropine or similar 
drugs, in full dosage, may be help- 
ful. With frequent premature con- 
tractions (bigeminy), procaine 
amide (Pronestyl) or quinidine sul- 


Acute Rheumatic Fever 


It has long been recognized that 
acute streptococcal infection of the 
tonsils and upper respiratory tract 
plays a very important if not an 
essential part in originating rheu- 
matic fever. There is no good evi- 
dence that any particular member 
of group A produces a specific sub- 
stance causing rheumatism. All the 
evidence points to some general 
property of the group which initi- 
ates the disease in a susceptible per- 
son. The infection must persist for 
perhaps as long as 2 to 3 weks. The 
factors which determine the sensi- 
tivity are not understood, although 
clues are by no means lacking. There 
is much to support the belief that in- 
terference with the chemical struc- 
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fate should be given orally. For ven- 
tricular tachycardia, give procaine 
amide intravenously, no more than 
50 mg. per minute, with ECG control 
and frequent taking of the blood 
pressure. 


With acute myocardial infarction, 
if progressive cardiac failure devel- 
ops digitalis is indicated. A few moist 
rales at the bases in patients with 
severe infarcts do not call for the 
drug. Rest, O, low sodium regimen, 
and mercurial diuretics may control 
mild failure. Increasing dyspnea and 
rales, pleural fluid and hepatic en- 
largement, demand digitalis. The oc- 
currence of auricular fibrillation 
with a rapid ventricular rate and 
marked pulse deficit is usually an 
indication for digitalis—intravenous 
in emergency situations. The appear- 
ance of ventricular premature con- 
tractions after an acute infarct calls 
for quinidine sulfate 0.2 Gm. (3 
grains) every 4 hours is usually both 
effective and well tolerated. 





Pennsylvania M. J. 57:1195, 1954. 


ture of the collagen is important. 
There is no satisfactory explana- 
tion why sufferers from rheumatism, 
rheumatic fever, rheumatoid arth- 
ritis, and active tuberculosis can ab- 
sorb large quantities of ascorbic acid 
without reaching saturation point. 
Rheumatic fever is seldom associated 
with diabetes mellitus; there is some 
obscure association between thyroid 
disfunction and rheumatic fever. 
These and many other clues point to 
disorders of tissue metabolism, per- 
haps inborn, as being at the basis of 
rheumatism. Such a conclusion does 
not mean very much, as similar gen- 
eral phases might be used to cover 
many pathological reactions. 
W. M. Arnott, British M. J. 4893:887, 1954. 
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HYDROCHLORIDE 
Chlortetracycline HCI Lederle 


Stahds 
| .6n its 
record! 
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Seven years of world-wide use... 

more than half a billion doses admin- 

yp istered ... millions of patients restored 
WY to normal health, many saved from 
death—this is the unsurpassed record 


of AUREOMYCIN. SF 
AvREomycin, the first extensively pre- 
scribed broad-spectrum antibiotic, 


must certainly rank with the major 
therapeutic agents available. 


Thousands of published clinical trials 
have established its efhcacy in com- 
bating many kinds of infection. Thou- 
sands of doctors give it their highest 
acclaim by regularly employing it in 
their practices. 


York A convenient dosage form for every 


medical requirement. 
=> @TRADE-MARK 





jprescré: 


Each ROETINIC capsule 
(one daily dose) contains: 
Intrinsic Factor-Vitamin Bis 


Concentrate.......... 1 U.S.P. Oral Unit 
Folic Acid .............. 2 mg. 
Ferrous Sulfate, Exsiccated 400 mg. 
Ascorbic Acid...... 100 mg. 
Molybdenum 1.5 mg. 
Cobalt 0.5 mg. 
Copper 0.5 a 
Manganese 0.5m “f 
Zinc 0.5 mg. 


Bottles of 30 and 100 
Prescription only 





is it a treatable anemia Z | 


2 ROETINIC 


ONE CAPSULE DAILY 


Only one-a-day hematinic which 
conforms to exact U.S.P. 
requirements for Intrinsic Factor-Bjo, 
as defined by the Anti-Anemia 
Preparations Advisory Board. 


Only one-a-day hematinic which 
contains therapeutic amounts of all 
known hemapoietic factors, including 


To the “four extra essentials.” 


*Trademark 
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CURRENT LITERATURE 


Electrocardiography: Its Value and Limitations 


ECG causes difficulty in differentiating cardiac 
and abdominal disease, but it is of great value for disorders 
of rhythm, irritability and conductivity 


F. A. MARSHALL, M.D., Conway, South Carolina 


Cardiac muscle has essentially the 
properties of: (1) rhythmicity; (2) 
irritability; (3) conductivity; (4) 
tone; and (5) contractility. 

The ECG gives information rela- 
tive to the first 3. Tone and contrac- 
tility, so important in muscle func- 
tion, are not evaluated by this in- 
strument. The ECG does not give 
data concerning the mechanical ef- 
ficacy of the heart muscle, a very 
important feature in clinical evalua- 
tion. It has its greatest utility in 
disturbances of rhythm, irritability 
and conductivity; certain other dis- 
orders produce characteristic pat- 
terns. 

The recorded impulse arises in 
the sinoauricular node, and is trans- 
mitted in all directions throughout 
the atrial musculature. This node— 


essentially a relay center—is nor- 
mally the only pathway for the im- 
pulse between the atrium and ven- 
tricle. The atrioventricular bundle, 
a neuromuscular cable, conveys the 
impulse through the posterior por- 
tion of the membranous part of the 
interventricular septum until it 
reaches the upper posterior muscu- 
lar part of this septum. It then di- 
vides into right and left branches, 
each coursing on its respective side 
of the septum. By means of fre- 
quent subdivision of each of the 
branches, the terminal arborizations 
permit the impulse to reach all parts 
of the muscle almost simultaneously. 

Certain patterns of ECG are of 
considerable value in diagnosis — 
ventricular strain (hypertrophy), 
cor pulmonale, bundle-branch block, 
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pericarditis, coronary insufficiency 
and myocardial infarction. When 
the tracing is equivocal, the safest 
course is to treat the patient as if 
an infarct existed. Most acute cas- 
es will develop typical patterns in 
24 to 48 hours. Sufficient leads, both 
unipolar and chest, must be used to 
avoid missing a small infarcted area. 
At least 12 leads are necessary and 
additional ones should be taken 
from higher in the interspaces of 
the chest, if indicated. 

For the diagnosis of infarction, 
both QRS and ST-T changes are 
essential. Death of cardiac muscle 
is indicated by the development of 
a Q wave. Necrotic muscle is sur- 
rounded by a zone of partially dam- 
aged muscle, from which emanates 
the “current of injury” manifested 
by elevated ST segment changes. In- 
farction is probably the most com- 
mon cause. 


. 


The Problem of Rheumatoid 
Arthritis From the 
Clinician's Viewpoint 


The patient must learn to accept 
the fact that there is a defect in his 
physiology which does not permit 
him to handle stress in the manner 
he would like. 

The prescribing of rest has far- 
reaching consequences by its disrup- 
tive effects on the patient’s serenity, 
his earning power, his family rou- 
tine. Of course mental relaxation 
must go hand-in-hand with the 
physical rest. 

Heat is of inestimable value. This 
is best given in the form of hot tub 
baths 2 or 3 times daily for 5 to 10 
min. each session. These baths are 
beneficial to the inflamed joints, also 
in relaxing muscle tension all over 
the body and promoting mental re- 
laxation as well. Where baths are 
impracticable because of crippling, 
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T wave changes may initially be 
the only demonstrable ECG evi- 
dence of infarction, they are like- 
wise the most unreliable and most 
likely to lead to a mistaken diag- 
nosis. 

The ECG can cause difficulty in 
differentiating cardiac and abdomi- 
nal disease; e.g., a gangrenous ileum 
with peritonitis has produced a 
tracting interpreted as myocardial 
infarction. The diseased gallbladder 
notoriously produces suspicious 
tracings. Atypical tracings may be 
obtained from multiple infarcts. 

ECG changes do not necessarily 
parallel the clinical state. Clinical 
features should prevail in judging 
the recovery of the patient. 


History and physical examination 
are of paramount importance in de- 
termining the cardiac status. 


J. M. Soc. New Jersey, 50:550, 1953. 


heat can be applied to the indicated 
areas with hot, wet towels reinforced 
by a heating lamp or an electric pad. 
Diathermy is effective, but expen- 
sive, and seldom necessary. 

Massage is beneficial, but it 
should be restricted to the muscular 
areas and in no case should massage 
even be given over an inflamed 
joint. Passive exercise should be 
undertaken to the full range of 
motion of the joint within the limi- 
tations of pain. Active exercise and 
particularly exercise against resist- 
ance should be undertaken if at 
all possible. If motion of the joint 
is completely restricted, then 
muscle-setting exercises are neces- 
sary. 


American Practitioner & Digest of Treatment, 
5:647, 1 
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CURRENT LITERATURE 


The Use of Trilene (Trichlorethylene) in 


Obstetrics 


Rapid onset of analgesia and rapid 
recovery with no interference with the progress 
of labor characterize this drug 


J. S. MADARA, M.D., Salem, New Jersey 


Trichlorethylene for obstetrical 
purposes approaches the ideal as an 
analgesic: It is safe for mother and 
baby, potent, cheap and easily ad- 
ministered. 

Preferably, the drug should be 
self-administered, through an_in- 
haler, such as the “Duke model” 
which author used in this series; 15 
ec. will last 2 hours. A concentra- 
tion of 0.5% in air is sufficient for 
analgesic purposes. Cardiac arrhy- 
thmias may be expected if closed 
systems are used. The agent is only 
slightly irritating to the mucous 
membranes. Rapid breathing during 
administration means overdosage. 
The only treatment is to stop the 
drug. After the respiratory rate has 
returned to normal, administration 


may be resumed. Patients may have 
entered labor shortly after eating, 
or even have eaten during labor. As- 
piration of vomitus is an ever-pres- 
ent danger. With trichlorethylene, 
vomiting is minimal. The pharyngeal 
and laryngeal reflexes are main- 
tained throughout, therefore, the 
danger of aspiration of vomitus into 
the lower respiratory tract is avoid- 
ed. 

Trichlorethylene has been found 
to be in a class by itself for the pro- 
duction of analgesia. The onset is 
very rapid, occurring within the 
course of several breaths. Recovery 
is almost equally as rapid. The high 
analgesic potency eliminates, or 
markedly reduces, the need for oth- 
er mediation, such as opiates and 
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barbiturates. Sixty-eight (85%) out 
of a total of 80 patients had either 
good or complete pain relief. Twelve 
(15%) had insufficient relief. It is 
the author’s opinion that these fig- 
ures are subject to revision in favor 
of Trilene. Despite patients’ claims 
of insufficient relief, it was neces- 
sary to add another anesthetic agent 
in only 4 cases. In the remaining 8 
of the 12, delivery was with Trilene 
alone. 

Trilene supplies sufficient pain re- 
lief for those procedures which do 
not require high degrees of mus- 
cular relaxation—suturing of lacer- 
ations and episiotomies, forceps de- 


liveries of primiparas and multi- 
paras, dilatation and curettage. 

For good muscle relaxation nit- 
rous oxide and ether are required 
for deep surgical anesthesia. 


With Trilene there is no interfer- 
ence with the progress of labor. The 
systemic effect on the mother is neg- 
ligible, and there is no effect on 
fetal respiration and no slowing of 
labor. In 12 cases of complicating 
systemic disease it was used without 
ill effect. 

In contact with the skin it may 
produce a first-degree burn. 


J. M. Soc. New Jersey, 50:553, 1953. 





Bat Rabies 


The existence of rabies infection 
in bats of the United States was un- 
known until recently. The first bat 
found to be infected was a Florida 
yellow bat, Dasypterus floridanus, 
which had been killed while attack- 
ing a 7-year-old boy near Tampa. 
Diagnosis was established by the 
presence of Negri bodies in the Tam- 
pa regional laboratory. Rabies infec- 
tion was confirmed by inoculation of 
mice with the bat brain in the Jack- 
sonville laboratory of the Florida 
Board of Health. The virus isolated 
was sent to the Virus and Rickettsia 
Laboratory of the Public Health 
Service Communicable Disease Cen- 
ter, Atlanta, Georgia, where it was 
confirmed as rabies virus by neu- 
tralization and by complement-fixa- 
tion tests. 

Subsequently members of the 
Florida Board of Health found ra- 
bies virus in the brains of 5 Yellow 
bats and one Seminole bat which 
were apparently normal and had 
been killed in flight while feeding. 
Both species are insectivorous and 
indigenous to the southeastern Unit- 
ed States. 

A bat which made an unprovoked 
attack upon a woman near Carlisle, 
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Pennsylvania, had positive evidence 
of rabies, the diagnosis of which was 
confirmed by inoculation of rabbits. 
The bat carcass was destroyed be- 
fore the genus or species could be 
determined. 

The existence of rabies among 
bats was first recognized in Brazil 
during investigations of a paralytic 
disease among cattle in 1908. 

The hemophagous vampire bat, 
Desmodus, is proved to be a trans- 
mitter of bat rabies to humans and 
lower animals. 


R. O. Courter, Public Health Reports, 69:9, 1954. 


Frog Pregnancy Test 


. Speedy results; 1 to 4 hours. 

. Accuracy; 99.6%. 

. Reveals early pregnancy. 

. Reports wired free when requested. 

. Negative findings rechecked free of 
charge. 


. Need 2 oz. first voided morning urine. 
. It costs less—only $5.00 to the Doctor. 


Physicians’ Diagnostic Laboratory 
(Established in 1936) 
4390 Lindell Blvd., St. Louis 8, Mo. 
Containers and Fee Table On Request 
Also other laboratory tests by mail. 
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AIDS IN DIAGNOSIS 


Clinical Findings in Patients 
Treated With a New 
Combination of Antibiotics 


Inherent in the increased efficacy 
of a combination of penicillin and 
streptomycin or dihydrostreptomy- 
cin is their synergistic action. 

In view of this experiment it ap- 
peared that a combination of pro- 
caine penicillin, DBED penicillin, 
and dihydrostreptomycin would be 
most advantageous when adminis- 
tered in a single injection. Procaine 
penicillin would give immediate high 
blood levels; DBED penicillin would 
effect prolonged but lower levels of 
penicilin, while dihydrostreptomycin 
would act synergestically with peni- 
cillin to produce a powerful antibac- 
terial effect with broad-spectrum 
coverage. A preparation of this type 
is available in a single dose cartridge 
form, Steraject® (Pfizer) and each 
dose consists of 200,000 units of pro- 
caine penicillin G, 200,000 units of 
DBED penicillin, and 0.5 Gm. of di- 
hydrostreptomycin sulfate in aque- 
ous suspension. 


The efficacy of this preparation 
was tested in a series of 114 patients 
with various infections. Of this ser- 
ies, 7 were adults and 107 were 
children ranging in age from 5 weeks 
to 13 years; average age was 5 years. 
The different infections treated 
in this series included: upper re- 
spiratory infection, acute follicular 
tonsilitis, pharyngitis, acute otitis 
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media, bronchitis, conjunctivitis, 
streptococcus sore throat, scarlet 
fever, roseola, furuncle, pneumonia, 
diarrhea and fever, croup, cervical 
adenitis and 16 miscellaneous. 
Good results were obtained in 
93.4% of the infectious conditions 
encountered. A single injection suf- 
ficed for all but 8 patients. Tolerance 
was excellent and the few side re- 
actions were minor and transient. 
This new combination has the ad- 
vantage of long and persistent clini- 
cal antibiotic effect coupled with 


broad spectral and synergistic ac- 
tion. 


Irwin Schiff, Antibiotics & Chemotherapy, 41:944, 
1954. 


Cardiac Cirrhosis 


Serious associated liver pathology 
in the cardiac patient should be 
suspected when: (1) bouts of acute 
congestive failure have been fre- 
quent; (2) chronic congestive fai- 
lure has been inadequately con- 
trolled over a long period of time; 
or (3) there is a history of any toxic 
or infectious damage to the liver 
in the past. 


This condition should also be 
thought of and looked for especially 
in patients with the following con- 
ditions: (1) constrictive pericardi- 
tis, (2) tricuspid stenosis and in- 
sufficiency, (3) rheumatic valvular 
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disease, (4) arterial sclerotic heart 
disease, especially with a history of 
myocardial infarction, and (5) hy- 
pertensive heart disease. 

The differential diagnosis between 
true cardiac cirrhosis and Laennec’s 
cirrhosis may be difficult at times. 
Indeed, mixed forms of the two are 
occasionally seen. 


In the patient with heart disease 
who has shown evidence of either 
acute, chronic, or recurrent conges- 
tive failure, the symptoms and signs 
suggesting an associated liver cir- 
rhosis may be summarized as fol- 
lows: 


1. Loss of appetite, loss of 
strength, and loss of true body 
weight. 

2. Anemia and jaundice; however, 
in my experience, jaundice has been 
infrequent. 

3. Paradoxic liver: by this is 
meant a small liver when, because 
of congestive failure, a large liver 
would be expected or a large liver 
remaining after congestive failure 
has been relieved. 

4. An enlarged spleen. 

5. An unusually high venous pres- 
sure. 

6. A low plasma albumin. 

7. Most important, the presence 
of ascites. If the ascites is greater 
than the peripheral edema or per- 
sists after the peripheral edema sub- 
sides, it is almost certain that ad- 
vanced cirrhosis is present. Also, as- 
cites which does not respond with 
the usual therapy for congestive 
failure is very suggestive of far-ad- 
vanced cirrhosis. 

Pain and tenderness in the upper 
right quadrant are not included be- 
cause they are more the signs of 
easily reversible acute passive con- 
gestion of the liver. 

Prevention and treatment should 
include the following: 

1. Adequate and persistent treat- 
ment of congestive failure even 
though it may be mild. 
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2. Careful evaluation of diet, con- 
sidering especially adequate intake 
of proteins and vitamins. 

3. A critical attitude toward rice 
diets or other low-protein diets if 
there is any suggestion of liver dis- 
ease. 

4. The restrained use of alcohol 
because of its known association 
with portal cirrhosis. 

5. There is little evidence that pre- 
parations such as methionine, chol- 
ine, etc. are of any value. 


C. S. Johnson, New York State J. M. 53:2811, 1953 


Head Injuries 


70% of the deaths from head in- 
jury occur within the first 24 hours 
after injury, and many of the others 
soon afterwards. 

Some deaths could be prevented 
by the earlier recognition and 
treatment of intracranial hema- 
tomas and of cerebral compression 
from other causes, by the mainten- 
ance at all times of adequate air- 
way, and, in patients who remain 
unconscious, by attention to the nu- 
tritional requirements and to the 
metabolic disorders which may 
arise. 

A man, 45, was knocked off his 
motor cycle and came into hospital 
within half an hour. He had been 
unconscious for a few minutes but 
on admission was talking and at the 
most, was only mildly confused. 
There was a small right parietal 
scalp laceration and it was noted 
that he was very restless and com- 
plaining of headaches. The principal 
injury was a compound fracture of 
the r. tibia and fibula with impair- 
ment of the blood supply to the 
foot, and arrangements were made 
for its immediate treatment. 

While having the leg x-rayed, it 
was noted that the patient was 
drowsier and within minutes he was 
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stuporous and the right pupil had 
dilated. This was less than 2 hours 
after the accident. The patient was 
taken to the operating room immed- 
iately and a large extradural hema- 
toma was evacuated. The leg was al- 
so treated and the patient made an 
uneventful recovery. 


Walpole Lewin, Proc. Roy. Soc. Med., 47:865, 1954. 


Significance of Hyperglycemia 
Without Glycosuria 


Mild or early diabetes may be 
manifested by hyperglycemia with- 
out sugar in the urine. 47% of those 
in the hyperglycemia group who 
were later classified as diabetic had 
signs of diabetes in the first 5 years 
after the initial examination. Most 
of the occurrences of diabetes in the 
control group were 10 to 20 years 
after the discovery. More obese pa- 
tients with hyperglycemia subse- 


quently became diabetic than did | 


obese patients in the control group. 

It is recommended that any pa- 
tient who consistently has hypergly- 
cemia, even though mild and with- 
out glycosuria, should be treated as 
a mild diabetic in an attempt to de- 
crease the chance of a severer dia- 
betic state developing especially if 
(1) a family history of diabetes mel- 
litus, (2) obesity, or (3) an age of 
more than 50. 


E. P. McCullagh, et al., J.A.M.A. 156:925, 1954. 


Lung Cancer 


Carcinoma of the lung is now 
known to be one of the most common 
forms of cancer. No predisposing 
factors have been proved, although 
many have been suggested; no age 
is immune; and the number of oper- 
able cases is small. 


Schiflett, J. R., et al, J. Student A.M.A. 2:19, 1953. 














TO LEVEL 
THE BREAKS 
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Because RAUVAL contains all of 
the rauwolfia alkaloids, it provides 
a natural balance between 
hypotensive and sedative effects, 
and symptomatic relief is 
remarkably prompt. 


This balance makes RAUVAL the 
drug of choice for patients with 
labile hypertension, especially when 
accompanied by tachycardia 

or neurosis.'+ 


Supplied: Bottles of 100 and 1000 
tablets in two strengths: 
50 mg. s.c., red 
100 mg. s.c., pink (double strength) 


1. Wilkins, R. W.: Ann. Int. Med. 

37: 1144, Dec., 1952. 

2. Wilkins, R. W., and Judson, W. E.: New 
England J. Med. 248:48, Jan. 8, 1953. 


VV) THE VALE CHEMICAL CO., INC. 
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Establishing desired eating patterns 


“eee *eeee 


Obedrin 


and the 60-10-70 Basic Diet 


With Obedrin and the 60-10-70 Basic Diet, 
the overweight patient receives specific, 
proved aids to control overeating. Loss of 
weight is accomplished more comfortably, 
while the patient develops new and better 
eating habits.* 

OBEDRIN CONTAINS: 


Methamphetamine for its anorexigenic and 
mood-lifting effects. 

Pentobarbital as a corrective for any excita- 
tion that might occur. 

Vitamins B, and B, plus niacin for diet 
supplementation. 

Ascorbic acid to aid in the mobilization 
of tissue fluids. 


Obedrin contains no artificial bulk, so the 
hazards of impaction are avoided. The 
60-10-70 Basic Diet provides for a balanced 
food intake, with sufficient protein and 
roughage. 

*Eisfelder, H. W.: Am. Pract. & Dig. 
Treat., 5:778 (Oct. 1954). 


FORMULA: 


Semoxydrine HCl (Methamphetamine HCI) 5 
mg.; Pentobarbital 20 mg.; Ascorbic acid 100 mg.; 
Thiamine HCl 0.5 mg.; Riboflavin 1 mg.; 
Niacin 5 mg. 


Write for 60-10-70 Diet Pads, Weight 
Charts, and samples of Obedrin. 


The S. E. MASSENGILL COMPANY 


Bristol, Tennessee 





NEW PHARMACEUTICAL PRODUCTS 





Florinef Acetate (Squibb) 
Fluorohydrocortisone acetate sus- 
pended in Plastibase (Oleaginous 
ointment base). For dermatologic 
conditions. Dosage: Rub into af- 
fected area 2 to 4 times daily. Sup- 
plied: 0.1 and 0.2% in 5 Gm. and 
20 Gm. collapsible tubes; Florinef 
Lotion, C.1 and 0.2% in 15 ce. plas- 
tic squeeze bottles. 


F-Cortef Ointment (Upjohn) 
Ointments containing  F-Cortef 
(brand of fluorohydrocortisone) 


acetate, 1 mg. per Gm. (0.1%) or 2 
mg. per Gm. (0.2%) in a bland, non- 
irritating base. Indications: atopic, 
eczematoid, exudative and contact 
dermatitis, meurodermatitis, ecze- 
mas, and pruritis ani and vulvae. 
Administration: F-Cortef is rubbed 
gently into the involved area 1 to 
3 times daily. 0.1% in less severe 
dermatoses and for maintenance 
therapy. Supplied: 5 Gm. tubes. 


Ferritrinsic Coated Tablets 
(Upjohn) 
Blue-coated, compressed tablets 
combining intrinsic factor concen- 
trate — B,. complex with iron, liv- 
er, and vitamins. Indications: in the 
treatment of anemias commonly as- 
sociated with blood loss, pregnancy, 
infections, restricted diet, metabolic 
diseases, and old age. Dosage: As 
directed by physician. Supplied: 
bottles of 50 and 500 tablets. 
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Gestatabs (White) 
A prenatal supplement, containing 
vitamin A, and vitamin D, vitamin K 
(menadione), vitamin B,, activity 
equivalent, folic acid, ascorbic acid, 
thiamine mononitrate, riboflavin, py- 
ridoxine hydrochloride, calcium 
pantothenate, nicotinamide, Mbol- 
Iron, and calcium (elemental). Dos- 
age: 1 tablet b.i.d. Supplied: Bottles 
of 60 and 1,000 tablets. 


Narone (Ulmer) 
Injectable containing 50% dipyrone; 
also, 300 mg. tablets. Indications: 
Non-narcotic relief from severe pain 
as in terminal carcinoma, refractory 
rheumatoid arthritis, renal and bi- 
liary colic and similar conditions. 
Dosage: As determined by physi- 
cian. Supplied: 30 cc. multiple dose 
vial and bottles of 100 tablets. 


Pro-K-Mycin (Lederle) 
Combined penicillin and dihydro- 
streptomycin. Indications: mixed in- 
fections caused by Gram - positive 
and Gram-negative organisms sus- 
ceptible to both penicillin and di- 
hydrostreptomycin. Each dose con- 
tains: crystalline procaine penicil- 
lin G, 100,000 Units; and dihydro- 
streptomycin sulfate, 0.5 gm. Dos- 
age: As determined by physician. 
Supplied: single dose vials prepared 
by addition of water for injection or 
sterile isotonic sodium chloride so- 
lution for parenteral use. 
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STOP 
PAIN 





. . « WITHOUT NARCOTICS 


Your patient's first thought 
is relief of pain. 

For almost immediate relief, 
first use DIPRONE INJEC- 
TION and supplement with 
DIBROPHEN CAPSULES. 


DIPRONE (INJECTION) 


analgesic — non-narcotic 
— non-steroid 
Dipyrone........0.5 gm. per cc. 
Clinical advantages: 
* Minimal sting at injection site 
* Prompt relief from pain 
* Dose reaulated to individual 
needs 
* Patient remains fully awake 
— able to cooperate 
*1.V. or IL. M. 
DIPRONE available in Scc. am- 
pules; 30 cc. vials. 


DIBROPHEN CAPSULES 


analgesic — relaxant with- 
out narcotics 
Each Capsule contains: 
Dipyrone ........................... 200 mg. 
Mephenesin _............ 250 mg. 
Salicylamide (acetyl) ........ 200 mg. 
DIBROPHEN CAPSULES ai- 
ford higher potency — well 
tolerated, faster, longer re- 
lief from pain. 
DIBROPHEN available in bottles 
of 30, 100, 500 and 1000 capsules 


— Write for Literature. — 


WILCO LABORATORIES, INC. 
800 North Clark St. * Chicago 10, Ill. 
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Methium w/Reserpine 

(Warner-Chilcott) 
Contains 2 drugs which supplement 
each other making control of mod- 
erate and severe hypertension pos- 
sible with low doses of each drug. 
Dosage: As determined by physi- 
cian. Supplied: Methium 125 mg. 
w/reserpine, in bottles of 100 and 
500 tablets. Methium 250 mg. w/re- 
serpine, in bottles of 100 and 500 
tablets. 


Neocylate with Cortisone 

(Central) 
Antiarthritic combination of neo- 
potentiated salicylate for- 
mula combined with cortisone. In- 
dications: arthritis and rheumatic 
conditions. Supplied: in bottles of 50, 
100 and 200 Entabs. 


Neosporin Antibiotic Ointment 
(Burroughs Wellcome) 
Each gram contains ‘Aerosporin’ 
sulfate polymyxin B sulfate 5000 
units, bacitracin 400 units, neomycin 
sulfate 5 mg. Indications: prevention 


| and treatment of all bacterial infec- 


tions. Dosage: As determined by 
physician. Supplied: % ounce tubes 


with applicator top. 


Corticloron (Schering) 
Cortisone and Chlor-Trimeton in 
sterile suspension. Indications: nasal 
and ophthalmic allergies. Dosage: 2 
drops in each nostril at 4 hour inter- 
vals. 1 drop instilled into the affect- 
ed eye every 1 to 4 hours. Supplied: 
In 15 c.c. vials. 


Neomersyl (Central) 
Each cc contains Mersalyl U.S.P. 
(equivalent to 39.5 mg. mercury), 
0.10 gm.; Theophylline-betaine 
(equivalent to 0.05 gm. theophylline 
U.S.P.) 0.109 gm. Indications: edema 
in congestive heart failure. Dosage: 
Direction of the physician. Supplied: 
Solution in 10 cc. vials, multiple 
dose. 
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Arrangements have been made to forward you the most 
recent literature available on the conditions listed below. 
Please indicate on the yellow self-mailer the information 
you desire by circling the appropriate number. 


Allergies 

| allergic reactions 
2 asthma 

3 asthma (bronchial) 
4 drug sensitivities 


9 anemia 

10 anemia 
(pernicious) 

11 anticoagulant 


12 arteriosclerotic 
peripheral vascular 
disease 

13 angina pectoris 

14 Buerger's disease 

15 cardiovascular 
disorders 

16 congestive heart 
failure 

17 cardiac asthma 


Dermatology 


29 acne 

30 athlete's foot 

31 bacterial derma- 
tologic condition 

32 bed sores 

33 burns 

34 dermatoses 


intl 


Endocrinology 


43 adrenal gland 
5 44 cretinism 
: 45 diabetes 
46 exophthalmic 
goiter 
47 Graves’ disease 


5 eczema 
6 food 

7 hay fever 
8 urticaria 


Blood, Cardiovascular 


18 coronary 
arteriosclerosis 

19 coronary 
thrombosis 

20 chronic trenchfoot 

21 dietetic restriction 

22 hypertension 

23 myocardial failure 

24 myocardial 
insufficiency 

25 peripheral neuritis 

26 Raynaud's disease 

27 thromboangiitis 
obliterans 

28 varicose veins 


35 eczema 

36 external ulcers 
37 fungus diseases 
38 infections 

39 ivy dermatitis 
40 pruritus 

41 topical infections 
42 yaws 


48 hyperthyroidism 
49 myxedema 

50 pituitary gland 
51 thyroid gland 
52 thyrotoxicosis 
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Eye, Ear, Respiratory 


53 bronchitis 

54 choroiditis 

55 coughing 

56 eye infections 
57 ear infections 
58 iritis 

59 keratitis 

60 laryngitis 

61 nasal congestion 
62 night blindness 


63 otologic 
dermatosis 

64 pharyngitis 

65 respiratory 
infections 

66 sympathetic 
ophthalmia 

67 sinusitis 

68 tonsillitis 

69 uveitis 

70 vasomotor rhinitis 


Gastrointestinal, Liver and Spleen 


71 amebiasis 

72 colitis 

73 constipation 
(chronic) 

74 cirrhosis of liver 

75 constipation 

76 diarrhea 

77 gallbladder and 
bile ducts 


Genito-Urinary 


83 bladder diseases 
84 cystitis 

85 kidney diseases 
86 prostate gland 

87 pyelitis 


Geriatrics 


91 anemia 

92 arteriosclerosis 

93 cardiac edema 

94 chronic fatigue 
95 climacteric (male) 
96 constipation 

97 insomnia 


78 gastrointestinal 
spasm (functional) 

79 gastroduodenal 
bleeding 

80 peptic ulcer 

81 staphylococcic 
infections 

82 streptococcic 
infections 


88 ureteral diseases 

89 urinary tract 
infections 

90 urethral diseases 


98 low blood sugar 
level 

99 protein deficiency 

100 senility (male) 

101 senility (female) 

102 vitamin 
deficiencies 
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118 brucellosis 
i 119 pneumonia 


103 amenorrhea Wt 

104 cervicitis 112 

105 climacteric 113 
(female) 114 

106 conception 115 
control 

107 dysmenorrhea 116 

108 vaginitis 

109 habitual abortion 117 


110 leukoplakia 
(vulvar) 


Infectious Diseases 


120 


121 
Neuromuscular 
: 122 analgesia 127 
123 joint and 
muscle pain 128 
124 muscle 129 
dysfunction 
125 muscle spasm 
126 multiple sclerosis 130 
Nutrition 
131 anemia 137 


132 avitaminoses 


x “pO 


‘totally new nonbarbiturate hypnotic- sedative 

























Gynecology and Obstetrics 


leukorrhea 
menopause 
menometrorrhagia 
pregnancy tests 
premenstrual 
disorders 
postpartum 
bleeding 
pregnancy 
(nausea & vom- 
iting) 


Rocky Mountain 
spotted fever 
tuberculosis 


neuralgia 
ischiatica 
neuritis, diabetic 
osseous and 
neuromuscular 
disturbances 
Parkinsonism 


multi-vitamin 
deficiences 


in most cases— 


Rapid onset — 15-20 minutes 


Lasts 4-8 hours 


» ..No hangover 


2c TBA’ 
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133 impaired fat 138 pellagra 
metabolism 139 protein 

134 malnutrition deficiency 

135 mineral 140 vitamin 
deficiences deficiencies 

136 obesity 141 multiple 

deficiences 

Pediatrics 

142 bowel habits 146 formulas 

143 diarrhea 147 infantile eczema, 


nutritional needs 
148 scurvy 


144 diaper dermatitis 
145 ear infections 


Rheumatic and Arthritic Diseases 


149 arthritis 154 rheumatic disease 
150 bursitis 155 rheumatic fever 
151 gout 156 rheumatoid 
152 gouty arthritis arthritis 
153 musculoskeletal 
pain 
Miscellaneous 
157 alcoholism 162 industrial 
158 barbiturate dermatoses 
poisoning 163 meniningitis 
159 debridement of 164 insomnia 
necrotic tissue 165 nervous tension 
160 edema 166 psychoses 
161 edema (salt 
retention) 












(glutethimide CiBA) 


Dosage: 
0.25 to 0.5°'Gm. 


. before bedtime. :"; 


Scored 0.25- and 0.5-Gm:;. 


2/ 2064 
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THERAPEUTIC TRENDS 


Electrical Convulsive Therapy 
In Psychiatric Patients 
With Pulmonary Tuberculosis 


The place of convulsive therapy 
in the treatment of psychiatric pa- 
tients suffering from pulmonary tu- 
berculosis requires reconsideration 
in the light of the advantages con- 
ferred by the increasing use of mus- 
cle relaxants for the modification of 
the actual convulsion of E.C.T. and 
the development of new chemo- 
therapeutic remedies for tubercu- 
losis. Two cases are cited, by way of 
illustration, which were treated with 
PAS and streptomycin, and in which 
recourse was had to muscle relax- 
ants to modify the convulsions. In 
each case no untoward effects were 
observed on the physical condition 
which in fact progressed favorably. 
One of the patients had had a he- 
moptysis 3 months previously. Both 
patients were kept in bed through- 
out the course of E.C.T. (8 applica- 
tions twice weekly in one case, and 
10 applications twice weekly in the 
other) and given 1 gm. of dihydro- 
streptomycin intramuscularly, and 3 
gm. of sodium PAS orally 5 times 
daily, during the course. Oxygen was 
given to both patients immediately 
preceding and following the convul- 
sion. Gallamine triethiodide was the 
relaxant used in the younger (32- 
year old) patient, and succinylcho- 
= chloride in the other (57 years 
old). 


M. Silverman, Brit. J. Tuberculosis, 47:172, 1953. 


Massive Diuresis in Congestive 
Heart Failure 


With current therapy—bed rest, 
restriction of sodium intake, ade- 
quate digitalization, and mercurial 
diuresis—massive diuresis was re- 
cently observed, with weight loss of 
67 pounds in 10 days, transforming 
the patient almost unrecognizably, 
and resulting in no ill effect upon 
the body economy. Such massive 
diuresis may carry its hazards. An- 
other patient who lost less weight 
over a longer period (62.5 pounds in 
21 days) yet developed the low-salt 
syndrome, although therapy was lit- 
tle different in the 2 cases. 

A 65-year-old white man admitted 
Jan. 29, with swelling of the body of 
6 weeks duration. He appeared 
obese and edematous, moving with 
difficulty but otherwise alert and 
not acutely ill. He did not cough, 
but was orthopneic and dyspneic on 
slight exertion. Ocular fundi showed 
narrowed and tortuous arterioles 
and marked venous compression; no 
edema of the discs; diffuse retinal 
degeneration. Heart transverse, api- 
cal impulse poorly localized but dis- 
placed downward and to the left; 
no murmurs. Pulse regular, rate 96 
per minute; blood pressure, 190/120. 
Abdomen greatly distended and 
firm, bulging flanks, dull on percus- 
sion. Marked edema of genitalia, 
legs, thighs and posterior chest wall. 
4:92 million r.b.c and 4800 w.b.c. 
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Hgb. 14.1 gm. 


1.2 mgm. of digitoxin on day of 
admission, 3 daily doses of 0.4 mgm., 
reduction on the 4th day to a main- 
tenance dose of 0.2 mgm. per day. 
Mercuhydrin in 1 c.c. intramuscular 
doses daily for first 7 hospital days, 
none thereafter. An initial diet (800 
ec. milk per day) changed after 2 
days to a high-protein (1500 calorie) 
diet, low in salt. Response was a 
marked and continued diuresis, los- 
ing 47.5 pounds in the first 3 days, 
62.5 pounds in the first 7 days, 67 
pounds in 11 days, subsequently re- 
gaining 4 pounds over the following 
2 weeks. In the first hospital days 
(40 hours) urinary output exceeded 
intake by more than 13 liters, during 
which time he lost 29.5 pounds. 

The patient was metamorphosed 
into a tall, thin, elderly gentleman 
of distinguished appearance. On Feb. 
4, his calorie restriction was re- 
moved. Despite continued digitaliza- 
tion and 2 subsequent brief periods 
of increased digitalis dosage, he did 
not become fully compensated. He 
was discharged with advice to con- 
tinue salt restriction and daily main- 
tenance dosage of digitoxin. 


Samuel Zelman, M.D., J. Kansas M. Soc., 55:317, 
1954. 


Disturbed Electrolyte Balance 
In Cardiorenal Disease 


Retention of Na is the primary 
factor in edema formation. The pre- 
ferable regimen entails adequate 
water intake, neutral or acid-ash 
diet with moderate salt restriction, 
mild acidification, and the use of 
mercurial diuretics, plus rest, O. 
therapy and full digitilization. 

Accumulation of edema fluid in 
the pleura or abdomen must be 
treated primarily by tapping. Bro- 
mides should not be given to patients 
with congestive failure, edema, and 





hypertension. Measures taken to 
lower body Na in these conditions 
also lower Cl, thus predisposing to 
bromide intoxication. If central 
nervous system symptoms develop 
in patients who are on a low-salt 
regimen, bromism should be sus- 
pected. Proprietary products taken 
ad lib by the patient are an often 
cause of bromise. Ammonium chlo- 
ride and resins remove Na without 
excretion of Cl. 


In a study of 92 ambulatory car- 
diac patients Neohydrin gave “ex- 
cellent” or “good” results in 80%. 
Use of the oral diuretic reduces the 
need for frequent office visits and 
provides a regimen which gives a 
more continuous diuresis than can 
be obtained with parenteral diuret- 
ics. The incidence of GI reactions is 
low. 


Hypochloremic alkalosis has an 
acute onset with dryness of skin and 
mucous membranes. Treatment is 
replacing the deficient chloride and, 
when indicated by electrolyte stud- 
ies, potassium. Additional calcium 
should be present in potassium-con- 
taining fluid, to avoid the risk of 
tetany. 

Elderly individuals on salt restric- 
tion may have salt-depletion syn- 
drome. Replace fluid and correct 
ee deficit as rapidly as pos- 
sible. 


Schemm, F. R., 


et al, International Record of 
Medicine, 1953. 


Clinical Report on Tronothane 


The surface anesthetic agent used 
in this study was Pramoxine HCl, 
known as Tronothane. Tronothane is 
structurally different from all oth- 
er topical anesthetics now available, 
thus reducing the likelihood of cross 
sensitization. 

The preparations used were a 1% 
thin jelly, a 1% thick jelly, a 1% 
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cream and a 1% solution. The 
amount of the drug used varied 
from that necessary to cover a small 
portion of mucous membrane (as 
prior to dental injection) to a full 
ounce in rectal surgery. In no case 
was a sensitivity observed, only 
slight burning immediately after 
the application of the drug. 


In obstetrics the heavy jelly was 
used in 189 patients with episiotomy 
wounds and lacerations, applied di- 
rectly to the wound whenever dis- 
comfort occurred, usually every 4 
to 6 hours. 


In proctology the heavy jelly was 
applied immediately postoperative- 
ly to patients with hemorrhoidec- 
tomies, repair of fissure in ano and 
anal ulcers. One ounce of jelly was 
applied directly from the tube to 
the operative site, following which, 
the wound was covered with a dress- 
ing. On the first, second, and third 
postoperative days a 1% solution 
was sprayed from an atomizer di- 
rectly onto the incision. Additional 
solution was sprayed as needed dur- 
ing the remainder of the hospital 
stay and at home, the patient be- 
ing his own administrator through- 
out, using the spray when he felt 
he needed it. The customary post- 
operative discomfort that accom- 
panies rectal operative procedures 
was completely absent in 63% of 
the patients, and markedly reduced 
in another 30%. 


The drug was instilled into the 
urethra of 132 patients by means of 
a urethral tip attached to the tube 
of Tronothane light jelly, % oz. 2 to 
3 minutes before the introduction 
of cystoscope or sounds. There were 
no reactions or signs of sensitivity in 
any of the cases other than a transi- 
tory burning sensation which oc- 
curred in 3 cases; this disappeared 
before instrumentation. 95% of the 
g.u. cases studied had excellent to 
good results. 


The dental department used the 
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heavy jelly in 41 patients, all chil- 

ren, who required local or nerve 
block injections; also in tooth cav- 
ities which were painful or sensitive 
to various stimuli. The gum at the 
site of injection was first dried and 
the jelly was applied with the finger 
or a piece of gauze and held in con- 
tact with the mucous membrane for 
one min. The injection in 30 cases 
(71%) was painless; in 6 cases 
(14%) only slight discomfort. Sen- 
sitivity to heat and cold was reduced 
markedly by application of the jelly 
to the cavities. 

As a thin coating on endotracheal 
or Levine tube the 1% cream was 
found preferable to the 1% jelly, 
because of its inherent ability to re- 
main moist for long periods of time. 
In cases requiring laryngeal intuba- 
tion, a spray of 1% solution of Tro- 
nothane was utilized. This procedure 
was well tolerated without evidence 
of bitter taste or sensitivity. General 
anesthesia was then instituted and 
intubation of the larynx effected 
without “bucking” or other evidence 
of reflex responses characterizing 
an unanesthetized tracheal mucous 
membrane. 


i and Mary Karp, Illinois M. J. 104:299, 


Therapy in Muscular Dystrophy 


Many substances act through sug- 
gestion or give hope and thereby 
improve the emotional status with- 
out changing the underlying defects. 
An occasional patient whose previ- 
ous dietary had been subnormal will 
be benefited by substances that 
satisfy these nutritional defects, but 
this improvement should not be 
attributed to any specific effect on 
the dystrophic process. Unduly op- 
timistic reports on therapy continue 
to be published. 

Of the cases of muscular dys- 
trophy coming on in the later per- 
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iods of life, many show diffuse myo- 
sitis. Many of these patients show 
improvement when cortisone is giv- 
en, whereas the other patients with 
symptoms of late onset do not. Cor- 
tisone is without effect in muscular 
dystrophy of the pseudohypertrophic 
and facioscapulo-humeral types. 


Occasionally, the muscular 
changes of Graves’ disease simulate 
those of progressive muscular dys- 
trophy and in some the signs of thy- 
roid dysfunction may be obscure. 
The muscular changes of Graves’ 
disease are associated with gross 
creatinuria which may be abolished 
by use of iodine; the creatinuria of 
muscular dystrophy is not influenced 
by iodine. The use of this test will, 
in certain cases, indicate the proper 
treatment. 


In one controlled study, in half 
the children physical therapy ap- 
peared to be of value in that muscle 
strength was slightly improved; in 
18 of 27 patients contractures were 
improved. The physical therapist, in 
his tests of muscle function, may in- 
dicate to the patient activities of 
which the patient still is capable but 
is not aware. Improvement when it 
occurred was most rapid during the 
first 8 or 10 weeks of treatment. 


Patients in an advanced stage of 
the disease and who have a respira- 
tory infection have difficulty in ex- 
pelling mucus from the trachea, and 
with alarming rapidity may develop 
cyanosis and suffocate. The physi- 
cian should remember that bronch- 
oscopic aspiration may be a life- 
saving measure. 


A. T. Milhorat, M. Ann. District of Columbia, 
23:15, 1954. 


Actinomycosis 


Actinomycosis deserves attention 
as it occurs with some frequency, 
some of its forms are severe, and 
in most cases treatment is of no 


avail. 


In 1927-1939, 371 cases of actino- 
mycosis were treated in the Finnish 
State Hospital and, according to the 
official statistics, 92 persons (61 men 
and 31 women) died of this disease 
in 1936-1949. 


The writer reports 29 cases of ac- 
tinomycosis treated with penicillin. 
Out of these, 22 were cervico-facial, 
1 cutaneous, 1 gingival, 3 thoracic 
and 2 abdominal cases which im- 
proved greatly and each of which is 
now stationary. No information was 
available of one patient with cervico- 
facial actinomycosis. 


Daily doses of 400,000-600,000 
units of penicillin suffice as a rule, 
but the period of treatment must be 
prolonged over an adequate period. 
In the highly-resistant cases the dos- 
age must be increased. Or one 
should possibly try other antibiotics. 
Very high doses of penicillin are as 
a rule not necessary. Resistance 
tests and examination for the pos- 
sible presence of penicillinase should 
be made before starting the treat- 
ment. Penicillin treatment does not 
exclude the necessity of surgical in- 
terference — mainly incision and 
drainage of abscesses, removal of 
necrotic tissue, etc. On the contrary 
it looks as if the penicillin treatment 
would make a more radical surgical 
treatment possible. 


R. Wilenius, Annales Chirurgiae et Gynaecologiae 
Fenniae, 42:4-33, 1953. 


The Collagen Diseases 


Until more knowledge is available 
prolonged use of corticotropin or 
cortisone is not advised. These drugs 
should be reserved for conditions 
that can be improved by their use 
over a short time and that do not re- 
appear when the drug is withdrawn. 


].A.M.A. 156:992, 1954. 
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BOOK REVIEWS 





The Deaf and Their Problems: 
by Kenneth W. Hodgson, M.A. Phil- 
osophical Library, Inc., New York. 
1954. $6.00 

An informative book for parents, 
doctors and teachers of the deaf. 


The Study of the Brain: by Hy- 
man S. Rubinstein, M.D. Grune & 
Stratton, Inc., New York, 1954. $9.50 

The author has succeeded well in 
his endeavour to place before teach- 
ers of students of the nervous sys- 
tem those essentials for teaching 
undergraduate and graduate stu- 
dents. 


Depression: edited by Paul H. 
Hoch, M.D. and Joseph Zubin. 
Grune & Stratton, Inc., New York, 
1954. $5.50 

The greatest problems in mental 
disease, and perhaps in everyday 
living, are those of anxiety and de- 
pression. A careful reading of these 
essays will be rewarding to all doc- 
tors, to all patients, and to all those 
neither doctors nor patients. 


The Concept of Schizophrenia: 
by W. F. McAuley, M.D., Philosoph- 
ical Library, New York. 1954. $3.75 

A valuable guide to this very com- 
mon and very difficult problem. 


The Voice of Neurosis: by Paul 
J. Moses, M.D., Grune & Stratton, 
Inc., New York. 1954. $4.00 


CLINICAL 


MEDICINE, 


British Postgraduate Medical 
Federation: Lectures on the 
Scientific Basis of Medicine, Vol. 
ll. John de Graff, Inc., New York. 
1954. $6.00 


Of special interest are the chap- 
ters on Recent Progress in Anti- 
biotics, Virus Adaptability, Func- 
tional Significance of Connective 
Tissue, Principles of Ganglionic 
Block, Cholinesterases and Anti- 
cholinesterases, Physiological Ef- 
fects of Gravity and Physiology of 
the Autonomic Nervous System. 


Textbook of Pediatrics: edited 
by Waldo E. Nelson, M.D., Profes- 
sor of Pediatrics, Temple Univer- 
sity School of Medicine, 6th edition, 
Illustrated. 1954. W. B. Saunders 
Company, Philadelphia. $15.00 


An encyclopedic coverage of the 
pediatrics of 1954 as presented from 
the clinical experience of three- 
score-and-ten eminent authorities, 
arranged and edited by one well 
qualified for this difficult task. 


Diseases of the Skin: by George 
Clinton Andrews, M.D. W. B. Saun- 
ders Co., Philadelphia. 1954. $13.00 


The preface tells us that every 
sentence has been carefully scruti- 
nized and revised in detail to bring 
this edition up to today, and that 
all the author’s knowledge is en- 
compassed in this book. This review- 
er endorses the work with enthus- 
iasm. 
April, 
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Clinical Pathologic Confer- 
ences of Cook County Hospital, 
Volume 1. Cardiovascular-Renal 


Problems: edited by Hans Popper, 
M.D., Ph.D. The Blakiston Com- 
pany, Inc., New York. 1954. $5.00 

Here are reproduced some of the 
weekly clinico-pathologic confer- 
ences arranged and conducted for 
a great many years with emphasis 
on the medical development of mem- 
bers of the house staff, of the at- 
tending staff and of physicians tak- 
ing post graduate courses. These 
presentations are of the highest 
practical value. 


Medical Progress: A Review of 
Medical Advances During 1954. Ed- 
ited by Morris Fishbein, M.D. The 
Blakiston Co., Inc., New York. 1955. 
$5.00 


Primer of Allergy: by Warren 
T. Vaughan, M.S., M.D. Illustrations 
by John P. Tillery. 4th edition, re- 
vised by J. Harvey Black, M.D., Dal- 
las, Texas. The C. V. Mosby Com- 
pany, St. Louis. 1954. $4.25 

Vaughan wrote the best little 
book on allergy. Black’s revision 
keeps it right up to date. 


Biochemical Determinants of 
Microbial Diseases: by Rene J. 
Dubos, Harvard University Press. 
1954. $3.50 


These essays deal with the bio- 
chemical factors that affect the abil- 
ity of microbial agents to multiply 
in vivo and to cause metabolic dis- 
turbances and alterations of tis- 
sues. They will be of interest to doc- 
tors generally. 
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In most cases— 


Rapid onset — 15-20 minutes 


Lasts 4-8 hours 
» No hangover 


c IB ‘a! Summit, N. J. ° 
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‘totally. new nonbarbiturate hypnotic-seda 
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Dosage: 
0.25 to 0.5°'Gm. 
before bedtime. 


Scored 0.25- and 0.5:Gm! 
tablets. 
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-no two hypertensives are alike 


Harry Webster does much better on Rauvera 
Diagnosis: Hypertension Grade II. 


H. W,, lawyer, 60, was on Veratrum alkaloids (alkavervir) 20 mg. a day for 12 
months. Average blood pressure 160/110, pulse rate 70. Vomited once weekly. 
On Rauvera (3 mg. biologically standardized Veratrum viride fraction—alka- 
vervir—plus 1 mg. purified Rauwolfia alkaloids—alseroxylon fraction—per 
tablet) 2 tablets a day, in divided doses, for six months, blood pressure 
dropped to average of 140/95, pulse rate 65. Vomiting reduced to once every 
2 months—no postural hypotension. Combination therapy of alkavervir plus 
alseroxylon proved clinically superior, with reduced side effects. 


Rauvera® isa preparation. Supplied in bottles of 100, 500, and 
1,000 tablets, 


Smith-Dorsey ¢ Lincoln, Nebraska * A Division of The Wander Company 


H. W. does much better on Rauvera... for no two hypertensives are alike. 
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Announcing... 
the first real advance in 
mood-ameliorating 
: drugs since 
1939: 





ORAL WYAMINE SULFATE 
Mephentermine sulfate, Wyeth 


An important new agent to combat mild 
mental depression. 


In marked contrast to other central 
stimulants—which must be combined 
with antagonistic sedatives to avoid 
irritability Oral WYAMINE Sulfate 
elevates the mood without disturbing 
the patient or causing nervousness. | 


In the therapeutic dosage range, 
WYAMINE does not produce excitation, 
post-therapy mood deterioration, or 
anorexia. Dosage is easily adjusted to 
the needs of the individual patient. 
Has no adverse effect on blood pressure. 


Scored tablets of 25 mg.; delightfully 
palatable elixir, 25 mg. per 5-cc. 
teaspoonful. 





Philadelphia 2, Pa. 
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-no two hypertensives are alike 





Paul Picard is much improved with Rautensin 
Diagnosis: Hypertension Grade II. 


P. P, plant foreman, 33. On parenteral hexamethonium 100 mg., and hydral- 
azine 200 mg. a day for 12 months. Reduction of blood pressure (160/120) and 
pulse rate (80) not too satisfactory. Postural dizziness, constipation and 
fatigue were main complaints. Regimen was changed to parenteral hexame- 
thonium 100 mg. plus Rautensin 2 tablets a day. (Each Rautensin tablet con- 
tains 2 mg. of purified Rauwolfia alkaloids—alseroxylon fraction.) As a 
result, blood pressure averages were reduced to 150/100, pulse rate to 70. 
Postural dizziness, constipation and fatigue were completely alleviated. 


Rautensin* is a preparation. Supplied in bottles of 100, 500, and 
1,000 tablets. 


Smith-Dorsey ¢ Lincoln, Nebraska * A Division of The Wander Company 


*, RADE MARK 


P. P. is improved with Rautensin ...for no two hypertensives are alike. 
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Outlook for Men Disabled 
By Coronary Occlusion 


Facts regarding survivorship and 
the ability to resume work by pa- 
tients after a coronary occlusion are 
afforded by a follow-up study of men 
who had been completely disabled 
by this condition long enough to re- 
ceive disability benefits under con- 
tracts issued in connection with their 
Life insurance. These men were in- 
sured under Ordinary policies in the 
Metropolitan Life Insurance Com- 
pany and were standard risks at the 
time their insurance was issued. For 
the most part, they engaged in trade 
and commerce, in clerical occupa- 
tions, in professional pursuits, and 
in industry as proprietors, managers 
and skilled workers. 

Those who qualified for benefits 
were seriously ill and presumably 
permanently disabled; their experi- 
ence is, therefore, poorer than the 
average for all cases in the popula- 
tion surviving a coronary attack. 

There were 166 men in the group 
under review. Nearly 60% were be- 
tween ages 50 and 59 when admitted 
to disability, a third were between 
40 and 49, and the remaining few 
were either under 40 or over 60. The 
median age of the group was 51.5 
years. The age distribution of these 
men is influenced by the fact that 
all the disability contracts, except 
one, limited benefits to those with 
onset of disability up to age 60. Con- 
sequently, the median age of the 
group is lower than that of persons 
similarly affected in the general pop- 
ulation. 

The survivorship record of these 
men after admission to disability 
shows that no less than 7 out of 
every 10 lives 5 years or longer, half 
lived 10 years or longer, and one- 
third 15 years or longer. The men 40 
to 49 years old at the time of disa- 
bility did somewhat better than 
those between 50 and 64. Thus at 
the 5th anniversary of admission to 


disability, 75% of the younger 
group were still living, as against 
69% of the older group. At the 
10th anniversary, the proportions 
were 57 and 47% _ respectively. 
At the 15th anniversary, the fig- 
ures were virtually identical — 
34% for the men admitted at ages 
40-49 and 33% for the older men. 
These differences between the two 
age groups are less than would be 
expected if account is taken of the 
normal rise in mortality with age. 

The excess mortality among the 
men under study reflected the se- 
verity of their disease; yet in the 
first five years following admission 
to disability, 27—1/6—of the men in 
the experience did return to work 
or were judged able to do so by com- 
petent medical opinion. In interpret- 
ing these findings it should be kept 
in mind that many of the men were 
at or close to normal retirement age 
and might be reluctant to risk the 
loss of a benefit that would carry on 
indefinitely. Furthermore, a consid- 
erable number refrained from re- 
turning to work simply because they 
feared such activity would harm 
them. Altogether, many of the men 
who did not go back to work could 
have done so, and might have been 
better off if they had. 

While the adverse aspects of either 
the immediate or the long-range 
prognosis in coronary occlusion are 
not to be minimized, this seriously 
impaired group illustrates how good 
the chances are for such patients to 
survive for many years and to carry 
on productive activity. The pessi- 
mistic attitude regarding the long- 
range outlook for patients with cor- 
onary occlusion is to a large extent 
unjustified. The results of this study 
should be reassuring not only to pa- 
tients and their families but also to 
physicians and the general public. 


Bulletin Metropolitan Life Ins. Co., 34:1, 1953. 
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-notwo hypertensives are alike 





| Eleanor Bradley is “a different woman” on Crystoserpine 
Diagnosis: Hypertension Grade I, labile. 


E. B., department store buyer, 46. Previously on barbiturates: This was 
unsatisfactory because of “hangover” and inconsistent blood pressure 
reductions. Later put on Crystoserpine (crystalline reserpine) 1 tablet 0.25 
: mg. per day. This resulted in gradual but steady reduction of blood pressure 
; 40 to 45 points below the level achieved with barbiturates. Pulse rate simi- 
i larly reduced by 10 beats. Anxiety and headaches have decreased, she sleeps 
more soundly. When fatigued on awakening, an extra cup of coffee quickly 
relieves this side effect. 


Crystoserpine* is a preparation. Supplied in bottles of 100, 500, 
and 1,000 tablets. 


; Smith-Dorsey ¢ Lincoln, Nebraska * A Division of The Wander Company 


* rave MARK 


E. B. does better on Crystoserpine...for no two hypertensives are alike. 
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eliminate 


fatigue, gas discomfort, 
headache, “toxic” 
feeling of 


with 


OCCY-CRYSTINE 


saline-cholagogue hypertonic polysulfides 





Thousands of physi- 
cians rely on Occy- 
Crystine for gratify- 
ing, gentle relief 
from _ constipation 
especially in the 
aged, bedridden, 
arthritic, obese or 
sedentary. Patients 
appreciate the way 
its thorough intesti- 
nal cleansing effect 
affords comfort and 
well - being. Occy- 
Crystine salines pro- 
SORE «ss 
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Prompt, gentle evacuation via 
smooth liquid bulk, and a rich flow of 
naturally laxative bile. 


Mild diuresis, helpful to many consti- 
pated patients. 


Colloidal sulfur, precipitated in the 
stomach by gastric HCI. 


No irritation with Occy-Crystine; no 
leakage, no impaction, no tolerance, no 
habit formation, no straining. no bloat- 
ing. 

AN ARTIFICIAL MINERAL WATER can 
be made by adding from | to 2 teaspoonfuls 
of OCCY-CRYSTINE to a quart of drinking 
water. Take one or more glassfuls, before 
meals, daily. 

Samples cheerfully sent upon request. 


OCCY - CRYSTINE LABORATORY 
Salisbury, Conn. dept. CM 
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when a ‘‘switch”’ 


for the problem 


is indicated 


hypertensive... 


remember 


RUT O 


for safe, 
round-the-clock 
protection 


RUTOL provides a three-way approach . . . vasodilatation, protection 
against capillary hemorrhage, and sedation . . . for management of: 


the “vascular accident-prone” patient whose capillary fragility 
complicates treatment 


the sclerotic patient who needs increased blood flow to the heart, 
brain, and kidneys 


the refractory patient who develops side effects during therapy 


the mild, labile hypertensive who does not need powerful drugs 


Each RUTOL tablet contains: Dosage: One tablet four times daily 
Mannitol hexanitrate..... 16 mg. after meals and at bedtime. 
Ee Or eee 10 mg. Supplied : Bottles of 100,500, and 1,000 
Phenobarbital... 2... 8 mg. coated tablets. 


PITMAN* MOORE COMPANY/ Division of Allied Laboratories, Inc. /INDIANAPOLIS 6, INDIANA 












a “good” infant formula on paper 
isn't always enough 


for successful infant feeding. ..in practice 


Controlled clinical experience' with a 
BREMIL® formula has demonstrated 
remarkable freedom from common, 
annoying feeding reactions such as 
diaper rash, colic, vomiting, diarrhea, 
persistent irritability, and sensitivity 
reactions. 


. oe. J. W., and Burke, 
M. Ann. District 
5 ae 23:483, 1954. 


Unique for the “peaceful” feeding of 
normal infants... costs no more than 
ordinary formulas requiring vitamin 
and carbohydrate modification. 

Standard dilution for a nutritionally 


complete formula — 1 level tablespoon- 
ful of BREMIL to 2 fl.oz. water. 


Bordens PRESCRIPTION PRODUCTS DIVISION @) 


® 350 Madison Avenue, New York 17 





